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ABSTRACT
Illegal and often fatal infant abandonment is a pervasive public health crisis. Safe Haven Laws
(SHLs) help to prevent illegal infant abandonment by allowing specific professionals, including
nurses, to accept unharmed newborns within statutorily defined parameters. SHLs have existed
for nearly two decades, yet many healthcare workers are not knowledgeable about these laws:
this implies that initial efforts to educate healthcare workers about SHLs have been ineffective.
Continuing education supports lifelong learning which is a basic tenet of nursing practice. The
purpose of this evidence-based practice (EBP) project was to teach nurses about SHLs through
evidence-based continuing education. Literature firmly supported continuing education as an
essential modality for dissemination of information. Evidence used to substantiate
implementation included level I evidence through level V evidence as defined by the Johns
Hopkins Nursing EBP model. Exchange theory, literature related to both continuing education
and SHLs, and the Diffusion of Innovation model for EBP implementation all underpinned the
clinical question: For nurses at a large Chicago-based medical center, does evidence-based
continuing education, as compared to no education, affect knowledge of SHLs over one month?
Participants included emergency department nurses at a large medical center in downtown
Chicago. A pre-test, a post-test immediately following the intervention, and a post-test given one
month after the intervention were used to evaluate the effect of education on nurse knowledge
of SHLs. The mean score of the 12-point quiz improved from 6.15 on the pre-test to 11.28 on
the post-test immediately following the educational intervention, representing an increase of
84.31%. The mean score of the pre-test was 6.15 and it improved to 10.33 on the post-test
given approximately one month after the educational intervention, indicating an increase of
68.80%. Scores between the two post-tests decreased from 11.28 to 10.33, demonstrating a
decrease of only 8.42%.The McNemar test was used to compare the scores of the pre-test with
the scores of the post-test given immediately following the educational intervention. The results
indicated that 75% of questions had a statistically significant improvement in responses. The
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Cochran’s Q test was applied to compare scores among all three tests. The results indicated
that 50% of the questions had a significant improvement in responses. It is recommended that
evidence-based continuing education be used to teach healthcare professionals about SHLs.
These results will be applied to a statewide initiative aimed at educating healthcare workers in
Illinois about SHLs.
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THE EFFECTS OF EDUCATION

CHAPTER 1
INTRODUCTION
Background
Lifelong learning is a basic tenet of nursing practice. Nursing and the ever-changing
environment wherein nurses practice are interdependent. Therefore, as the practice
environment evolves, so must the body of knowledge on which nursing practice is based.
Consequently, nurses must keep up with this ever-changing nursing landscape through the
discipline of lifelong learning.
Continuing education promotes lifelong learning and is an evidence-based method for
disseminating practice information. Continuing education is effective for improving knowledge as
well as practice and patient outcomes. Accordingly, evidence about continuing education may
be applied to teaching nurses about changes within the nursing landscape.
Laws are one environmental component that may significantly change the nursing
landscape and affect the ways in which nurses practice. Lifelong learning is essential such that
nurses may be taught about laws and about the clinical implications of new laws because state
and federal laws often mediate and guide nursing practice. Nurses are accountable to the many
laws under which they practice.
Laws, most commonly referred to as Safe Haven Laws (SHLs), decriminalize the
abandonment of unharmed infants within statutorily defined parameters. In Illinois, these laws
allow professionals including nurses, physicians, police officers, paramedics, and firefighters to
legally accept a relinquished infant. Because nurses are responsible for accepting relinquished
infants under SHLs, the implications of SHLs for nurses are many. For example, nurses should
know persons who may relinquish a newborn infant, the definition of a newborn infant as
determined by the law, who to contact after a legal relinquishment, and other practical aspects
of clinical practice related to legal abandonment under SHLs. In addition, nurses should be an
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important part of educating persons about SHLs in order to prevent illegal infant abandonment,
which is an important public health concern.
In spite of SHLs, infant abandonment is still occurring: infants are being left to die in

appalling locations including dumpsters, toilets, and at the side of the road. Safe Havens are not
only part of the law, but they are an important part of the law under which nurses practice.
Therefore, nurses share the responsibility of protecting life and promoting health in situations of
infant relinquishment under SHLs. Unfortunately, many healthcare workers are not
knowledgeable about SHLs. This implies that initial efforts to educate healthcare workers,
including nurses, about SHLs have been ineffective. Evidence-based continuing education may
help to ensure that nurses are knowledgeable about SHLs (Cesario, 2003; Ryan, Caputo, &
Berrett, 2014; Heath & Catlin, 2005).
Every effort should be made to ensure that SHLs are implemented to the fullest extent.
An important aspect of implementing SHLs to the fullest extent is ensuring that healthcare
workers have a comprehensive understanding of the laws and of their own individual roles
under the SHLs. This means that continuing education efforts related to SHLs need to be based
on best evidence such that healthcare workers, especially nurses, become knowledgeable
about SHLs. Continuing education methods supported by evidence are likely to affect nurse
knowledge of SHLs.
Statement of the Problem
The Johns Hopkins Model for EBP includes four types of evidence. These are empirical,
ethical, personal, and aesthetic (Dearholt & Dang, 2012). According to Dearholt and Dang, “It is
the compilation and critical appraisal of all types of evidence, alone and as they relate to each
other, that results in the nurse’s decision to adopt or reject evidence” (p. 18). Project
implementation has been substantiated by empirical, personal, and aesthetic data from the
literature about both SHLs and continuing education. Additionally, empirical data from the
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project site supported a need for this project. Finally, there was a strong ethical basis in support
of implementation.
Even as few studies about SHLs have been conducted, Cesario (2003) identified a lack
of knowledge among a group of nurses in Texas; and more recent research by Ryan et al.
(2014) noted lack of knowledge among medical residents in NYC. While these two pieces of
literature outlined a specific lack of knowledge among the medical professionals studied, other
literature alluded to a more widespread lack of knowledge among the medical community,
particularly nurses (Harding, 2009; Heath & Catlin, 2005; Kunkel, 2007). Professionals who are
responsible for accepting legally relinquished infants need to be knowledgeable about SHLs and
about how they work. Specifically, ED nurses are among those who are required to accept
relinquished infants under SHLs. Therefore, it is important that ED nurses know about SHLs.
Kunkel (2007) noted that nurses usually have a matter of minutes to interact with those
relinquishing an infant under SHLs. Within these short minutes the nurse should be able to
provide emotional support for the parent and attempt to garner voluntarily surrendered family
medical information for the benefit of the infant. Knowledge about SHLs among ED nurses is
imperative such that ED nurses may act with expertise in an incident of legal infant
abandonment. In educating ED nurses at a large medical center in downtown Chicago about
SHLs, these nurses may be better-prepared to effectively fulfill their role in eradicating illegal
and often fatal infant abandonments in Illinois. Evidence-based continuing education is needed
to help nurses in Illinois attain required knowledge about SHLs.
Literature related to continuing education detailed factors that improve the effectiveness
of continuing education, including interactive methods, mixed-methods, and clinician perception
of outcome. Additionally, literature confirmed the effectiveness of continuing education for
improving knowledge as well as practice and patient outcomes. Consequently, that which is
known about continuing education may be applied to educating nurses about SHLs. Evidence
clearly supported continuing education as an essential modality for dissemination of information.
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Even as SHLs have existed for several years, information about the laws has not been
adequately disseminated.
Since Illinois SHL instatement in 2001, there have been 111 legal abandonments
wherein infants have been left in the safety of qualified personnel. Nevertheless, since 2001,

there have been 76 known illegal abandonments in Illinois wherein infants have been discarded
in dangerous locations. Of these known illegal abandonments, 38 infants have died as a result
of abandonment. Seventy-two percent of the total illegal abandonments in Illinois have taken
place in Cook County- which encompasses the service territory of the medical center where
implementation occurred (D. Geras, personal communication, January 11, 2016) (see Figure
1.1).
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Figure 1.1
Map of Newborns Saved in Illinois
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The project site serves a population with a high rate of teen pregnancy and infant
mortality. The service area of the medical center includes West Garfield Park and North
Lawndale --which have had had two of the highest rates of births to teens aged 15-19 years as
compared to the city of Chicago. Infant mortality in East and West Garfield Park, North
Lawndale, and the Lower West Side is significantly higher than the U.S. baseline (Rush
University Medical Center, 2013). According to Drescher-Burke, Krall, and Penick (2004),
“Researchers have found that the women who commit neonaticide are: usually young, in their
teens or early twenties; of all ethnicities; unmarried and not involved in a relationship with the
father of the baby; and live with their parents or other relatives” (p.3). While neonaticide occurs
across all races and socioeconomic designations, neonaticide is more common in women who

are poor when considered independent of their families (Drescher-Burke, Krall, & Penick, 2004).
When considering the natality among young women in the service area of the medical center as
well as the socioeconomic state of the service area within the context of these findings, the
significance of implementing a change wherein ED nurses receive education about SHLs may
be appreciated.
In general, the persistence of infant deaths as a result of illegal infant abandonment
obviates the need for all stakeholders, especially nurses, to become educated about SHLs.
Specifically, there was a significant need for ED nurses at the project site to be educated about
SHLs. Research indicated that there was a lack of SHL knowledge among medical
professionals, including nurses. Research also indicated that continuing education is effective
for improving knowledge as well as practice and patient outcomes. It is known that illegal infant
abandonment is still occurring in Illinois. The project site serves within a county in Illinois
wherein 72% of illegal infant abandonments have occurred since SHL implementation.
Furthermore, the project site serves a community with a high rate of teen pregnancy and it is
known that neonaticide, which may occur in the form of illegal infant abandonment, is more
common among young mothers.
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Markedly, project implementation was supported by empirical, aesthetic, and personal
data from literature about SHLs and continuing education as well as empirical data about the
project site. Additionally, there was a strong ethical basis in support of implementation of this
project.
Many nurses do not know about SHLs or the practical implications of the laws.
Additionally, some nurses have negative attitudes about those who relinquish infants (Cesario,
2003). When considering nurse knowledge of SHLs and nurse attitudes toward those who
relinquish infants under SHLs, the ethical imperative of nonmaleficence should be integrated.
Any healthcare provider, regardless of the facility or unit where he or she works, may be
approached by a person who wishes to legally abandon his or her infant. According to Cesario
(2003), “the healthcare provider is responsible for managing the situation regardless of the
clinical specialty” (p. 32). If a nurse is not knowledgeable about SHLs or if he or she is biased,
he or she is likely to cause harm.
The American Nurses Association (ANA) Code of Ethics for Nurses with Interpretive

Statements (2010) describes nonmaleficence as the avoidance of harm. To fully understand the
avoidance of harm, one must consider the antithesis of this - the occurrence of harm. When
nurses do not know about SHLs and when nurses have negative attitudes about those who
relinquish infants under SHLs, harmful outcomes may occur.
In 2001, an Indiana woman who had given birth to an infant on the floor of her trailer
home faced three years of prison for abandoning this infant in a public area. Before abandoning
the neonate in an unsafe area, the woman’s boyfriend called a local ED and spoke with a nurse.
Not knowing about SHLs, the ED nurse gave the boyfriend misinformation. In an act of
desperation, the parents left the infant in an unsafe area where the infant could have died
(Cesario, 2003).
In this example the misinformation given by the nurse led to poor patient care. The
parents suffered negative outcomes and the infant could have died. The nurse also acted as a
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barrier to SHL implementation because the laws only work if people know about them. Any
nurse who gives misinformation that results in, or may result in harm is directly violating the
moral charge to do no harm. Imagine this same concept within the context of a nurse working
with a patient who has a cardiac ailment. If a nurse were to give a patient misinformation about
cardiac medications and, as a result, a patient suffered negative outcomes or death, the nurse
would be accountable for this. Nurses should approach SHL knowledge and objectivity with the

same seriousness as they would accuracy in the care of a cardiac patient: the consequences of
lack of information or misinformation within both contexts have equal gravity.
Nurses without appropriate knowledge of SHLs or with poor attitudes toward those
relinquishing an infant may also be viewed across different ethical perspectives: existentialism
and deontology may be considered.
Through the lens of existentialism, an individual may be viewed as being equally
accountable for both action and inaction (Bandman & Bandman, 2002). That is, a nurse who
does not fulfill his or her responsibilities under SHL to his or her fullest ability would then be
responsible for resultant harm. From an existentialist viewpoint, neglecting to act to prevent
harm is comparable to acting to cause harm. According to Cesario (2003), “judgmental
attitudes, lack of information, or misinformation about newborn abandonment may impede
health care providers’ ability to carry out their roles” (p.35). If a nurse does not fulfill his or her
role, this inaction can cause harm and therefore, nurses who fail to fulfill their role are not
upholding the moral imperative of nonmaleficence.
Furthermore, existentialism holds that “we are all responsible for human suffering
everywhere” (Bandman & Bandman, 2002, p. 49). This assertion implies that nurses are
responsible for SHL education on a broader scale. According to Cesario (2003), nurses “are in a
position to play a major role in public and professional education that leads to the prevention
and management of newborn abandonment in this country” (p. 39). Grounded in existentialism
is the belief that the individual nurse is - in part - responsible to take action on a larger scale to
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prevent harm to newborn infants who would otherwise be abandoned and left to die. From an
existential viewpoint it may be implied that a nurse who does not take responsibility for “human
suffering everywhere” is maleficent.
Deontology describes duty-based ethics. According to deontologists, a person should
act within a set of rules regardless of the consequences (Bandman & Bandman, 2002).
Consider a nurse who has a negative attitude about a person who is relinquishing an infant.

This nurse may be acting within a set of inflexible rules. For example, a nurse may think that it is
never right to surrender an infant under any circumstance and he or she may, therefore, reject
the idea of SHLs and judge those relinquishing an infant. However, this type of intentionfocused morality can be problematic.
If a nurse is consumed with judgment, this nurse may act in a way that damages his or
her rapport with the person relinquishing an infant. Because most Safe Haven legislation does
not mandate that a person who relinquishes an infant share any relevant medical information or
family history, it is important that a nurse aims to build rapport with those relinquishing an infant
within the small time-frame he or she has to do so. A nurse who is objective, empathetic, and
kind is more likely to glean medical information that is typically only voluntarily surrendered by
the person relinquishing an infant. This medical history could improve outcomes for the infant
throughout life. Therefore, a nurse acting from a deontological perspective may impede care
and this is a direct infringement of the moral charge to do no harm.
By exploring the ways in which the ethical principle of nonmaleficence is tethered to SHL
awareness and bias within the context of existentialism and deontology, an ethical basis for
project implementation may be appreciated. Along with empirical, personal, and aesthetic data
from the literature about both SHLs and continuing education as well as empirical data about
the project site, ethical support of this project was significant.
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Purpose of the EBP Project
The purpose of this EBP project was to teach nurses about SHLs by using evidencebased continuing education. In doing so, the following clinical question was addressed: For
nurses at a large medical center in downtown Chicago, does evidence-based continuing
education, as compared to no education, affect knowledge about SHLs over one month?
Significance of the problem
Since Illinois SHL instatement in 2001, there have been 111 legal abandonments
wherein infants have been left in the safety of qualified personnel. Nevertheless, since 2001,

there have been 76 known illegal abandonments in Illinois wherein infants have been discarded
in dangerous locations. Of these known illegal abandonments, 38 infants have died as a result
of abandonment. Seventy-two percent of the total illegal abandonments in Illinois have taken
place in Cook County- which encompasses the project site service territory (D. Geras, personal
communication, January 11, 2016).
The goal should be that every abandoned infant be relinquished safely under SHLs.
However, SHLs only work when people know about and are willing to use them. For this reason,
it is imperative that professionals who are responsible for accepting legally relinquished infants
know about SHLs and about how they work. According to Kunkel (2007), a lack of awareness
among health care professionals “puts everyone at risk” (p. 398). Cesario (2003) reported that
“many health care professionals are unaware of or disinterested in the changes that these
[SHLs] may bring” (p. 32). Specifically, ED nurses are likely to be first in line to accept an infant
under the SHLs; therefore, it is important that ED nurses are knowledgeable about these laws.
Knowledge about SHLs among ED nurses is essential such that ED nurses may act with ease
and skill in an incident of infant relinquishment.
SHLs are a humane imperative and a starting point from which stakeholders may begin to
move toward absolute protection of infants who might otherwise be marginalized to the point of
death. Stakeholder knowledge, specifically nurse knowledge, is essential to reaching toward the
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goal of every infant abandonment occurring securely under SHLs. SHLs in Illinois have saved
lives, yet their implementation has not saved every life of every abandoned infant. While
confounding factors and barriers make the goal of absolute protection of abandoned infants

asymptotal in nature, it is -arguably- a goal toward which society should never stop progressing.
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CHAPTER 2
THEORETICAL FRAMEWORK AND REVIEW OF LITERATURE
Within EBP, theory and evidence are inextricably linked within a system of checks and
balances. Empirical evidence as an apodictic basis for clinical practice is mediated by
overarching theory because best available evidence may be organized into the larger
framework of theory. Conversely, theory may be mobilized and tested by empiric evidence. The
interplay between theory and evidence is paramount. In addition, a model for EBP
implementation serves as a framework for effecting change: a model for EBP implementation is
essential to guiding change.
Evaluation of a theoretical framework, a review of literature, and an appraisal of a model
for EBP implementation was undertaken. Exchange theory will be explained and related to
continuing education, specifically SHL education. A review of literature related to continuing
education was undertaken such that best practice for implementing education could be
constructed. Additionally, a review of literature related to SHLs was undertaken to establish the
need for education about SHLs. Finally, the DOI model for EBP implementation will be
explained and expounded upon within the context of providing education about SHLs to nurses
at a large medical center in downtown Chicago such that a framework for implementation may
be elucidated. Evaluation of exchange theory, review of literature related to continuing
education and related to SHLs, and appraisal of the DOI model for EBP implementation will all
underpin the clinical question: For nurses at a large Chicago-based medical center, does
evidence-based continuing education, as compared to no education, affect knowledge about
SHLs over one month?
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Theoretical Framework
Exchange Theory: Overview
Exchange theory posits that potential rewards are weighed against costs in order to

determine profit. Additionally, exchange theory asserts that behavior results from exchange that
is meant to maximize rewards and minimize costs. Exchange theory is the product of many
theories and theorists; most notably stemming from a utilitarian perspective wherein “humans
are motivated and act so as to maximize those outcomes they most value” (White & Klein, 2008,
p. 66). While utilitarian perspective has different emphases that are dependent on context,
utilitarianism-derived exchange theory involves an economic way of viewing relationships.
Exchange theory includes many abstract concepts that are mathematically linked to one
another. Major concepts of exchange theory are: (a) reward; (b) cost; (c) profit/utility; (d)
comparison level; (e) comparison level for alternatives; (f) rationality; (g) equity; (h) human
capital; (i) social capital; and (j) generalizable sources of rewards (see Table 2.1).
In general, exchange theory proposes that a person will seek to behave in a way that
maximizes profit. If there are not any rewards, a person will seek to minimize costs. If short-term
profits are equal, a person will favor behavior that provides the most long-term profit. If longterm profits are equal, a person will favor behavior that provides the most short-term profit
(White & Klein, 2008). Within his a seminal article, Homans (1958) explicated, “For a person
engaged in exchange, what he gives may be a cost to him, just as what he gets may be a
reward, and his behavior changes less as profit, that is, reward less cost, tends to a maximum”
(p. 606). Fundamentally, exchange theory formulates the following: “Profit = Reward – Cost”
(Homans, 1958, p.603).
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Table 2.1
Conceptual Definitions
Concept

Conceptual Definition

Reward

“Anything that is perceived as beneficial to an actors’
interest” (White & Klein, 2008, p.70)

Cost

“The inverse of reward” (White & Klein, 2008, p.70)

Profit/Utility

“The ratio of rewards to costs for any decision” (White &
Klein, 2008, p.71)

Comparison Level

How well you are doing relative to others in your
position (White & Klein, 2008)

Comparison Level for Alternatives

“How well you are doing relative to others outside of
your position but in positions that supply an alternative
or choice” (White & Klein, 2008, p.71)

Rationality

“A basic assumption necessary for the calculation of the
ratio of rewards to costs” (White & Klein, 2008, p.72)

Equity

A perception of “fairness” (White & Klein, 2008)

Human Capital

Resources that individuals have to exchange (White &
Klein, 2008)

Social Capital

“The network of relationships with others” (White &
Klein, 2008, p.75)

Generalizable Sources of Rewards

“Enables us to compute a general accounting of
saliencies, costs, and rewards and to establish a
general choice that would be most profitable for actors
in a social system” (White & Klein, 2008, p.76)
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Exchange Theory: Application
Exchange theory is useful in understanding behavior within reciprocal relationships.

Within the context of continuing education, exchange theory may be valuable in conceptualizing
the knowledge-time exchange of learning and in predicting educational strategies that most
effectively change practice behavior among staff. Additionally, exchange theory is helpful in
understanding family-related phenomena. The purpose of the theory, within the context of
family, is to explain family interactions from an economic perspective: This perspective may be
helpful in better conceptualizing the phenomena of infant abandonment and in understanding
those who abandon an infant. Because the use of exchange theory has the ability to help in
predicting behavior and in comprehending relationships, it may be applied within multiple
contexts: Exchange theory may be applied to interactions within continuing education and the
theory may also be useful in better understanding clinical situations that involve infant
abandonment under SHLs.
Exchange theory puts forward that behavior results from exchange that is meant to
maximize rewards and minimize costs. Within the context of a continuing education course,
knowledge may be viewed as a reward and time spent to take the course may be viewed as a
cost. If the time spent to take the course is not justified by the reward of knowledge that
changes practice behavior, then the exchange of knowledge and time does not validate
participation in continuing education. Furthermore, exchange theory may be useful in predicting
teaching strategies that may be better aimed at effecting knowledge translation. For example,
evidence upheld that education is more effective wherein it modifies a more serious outcome
rather than a less serious outcome (Forsetlund et al., 2009). Therefore, teaching continuing
education in such a way that emphasizes the seriousness of illegal abandonment may increase
the perception of the reward of knowledge that changes practice behavior. In addition, if those
participating in continuing education are able to understand the costs associated with illegal
abandonment, including needless deaths of infants, then participants will want to minimize this
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cost. Therefore, participants may be more likely to change practice behavior accordingly.

Because exchange theory posits that behavior results from exchange that is meant to maximize
rewards and to minimize costs, the theory is useful in both conceptualizing validity of time spent
on continuing education as well as in considering teaching strategies that may lead to effective
knowledge translation.
Additionally, the theory may be valuable in better understanding clinical situations that
involve legal infant abandonment. This includes a better understanding of those who may
relinquish an infant as well as nurse behavior in a situation of legal infant abandonment.
Exchange theory may be used to better understand the phenomena of infant
abandonment. White and Klein (2008) asserted that “a reward is anything that is perceived as
beneficial to an actor’s interest” (p. 70). One person may find child-rearing rewarding while
others may not. According to Levitt (1991), there is a reciprocal nature between interactions of
an infant and a caretaker; however, the exchanges between infant and adult are not necessarily
equitable. Sometimes inequitable relationships lead to dissolution of the relationship. This may
explain situations of infant abandonment. Yet, the majority of parents do not abandon their
infants and exchange theory accounts for this through the idea that parents are counting on
“delayed reciprocation” (Levitt, 1991, p. 195). While some theorists account for child-rearing as
a “form of intergenerational norm of reciprocity”, others maintain that having children is not
rational at all (White & Klein, p.89). It is within the school of thought that does not view childrearing as rational or rewarding, that insight into infant abandonment may be better understood.
Information about those who relinquish infants under SHLs is difficult to acquire because
SHLs protect the anonymity of those who legally abandon an infant. SHLs support anonymity for
persons who legally abandon an infant, and thus details about these persons are, generally,
unknown. Through the use of exchange theory as a framework, the assumption that people who
are contemplating relinquishment of an infant will weigh cost against reward may be made.
Rewards of relinquishment may include factors including its legality, non-brutality, and simplicity.
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For others, there may not be any rewards associated with infant abandonment. Exchange
theory does not explicitly account for situations in which there are not any perceived rewards

and wherein there are only costs. Exchange theory does, however, hold the implication that the
minimization of costs are equal to the maximization of profit. Minimization of costs may then be
applied to situations preceding infant abandonment wherein there are not any perceived
rewards and wherein there are only “different costs associated with choices” (White & Klein,
2008, p. 78). People who are contemplating illegal infant abandonment versus legal infant
abandonment under the SHLs may consider different costs associated with each of these
choices. With illegal abandonment, legal repercussions are a potential cost. Also, those
abandoning an infant may or may not perceive the high probability of the infant dying as an
additional cost. Alternately, costs associated with legal infant abandonment include fear of being
judged and/or questioned. Therefore, if a person who is contemplating legal abandonment
knows that he or she may find a Safe Haven location and legally relinquish his or her infant
without being questioned or judged, then he or she may be likely to choose this non-brutal
alternative to abandonment because the rewards outweigh potential costs. This is one reason
that nurse knowledge about SHLs and ability to provide non-judgmental care in an instance of
legal abandonment is so important.
Research has indicated that some nurses have negative attitudes about those who
relinquish infants (Cesario, 2003). It stands to reason that if negative attitudes about legal infant
abandonment are present then manifestations of these attitudes, including judgment, exist. The
possibility of feeling judged may be a cost that those contemplating legal abandonment weigh
against illegal abandonment. Therefore, nurse attitudes and resultant potential for judgment
toward those relinquishing an infant may be the perceived cost standing between safe legal
abandonment and unsafe and-often deadly- illegal abandonment. Nurses should consider the
many circumstances under which a person may decide to relinquish an infant. According to
Kunkel (2007), relinquished infants may be the product of traumatic incidences as with incest or
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rape. In conceptualizing the nurse’s role in caring for those who legally abandon an infant

through the lens of exchange theory, the importance of the manner in which a nurse receives a
legally relinquished infant is illuminated.
Exchange Theory: Strengths and Limitations
Strengths of using exchange theory as a framework for implementing continuing
education about SHLs are that the theory is widely useful, parsimonious, and easily understood.
The theory ambitiously explains human behavior through a relatively small amount of abstract
propositions. According to White and Klein (2008), “The notions of reward, cost, and profit are
sufficiently abstract and content free so that the researcher may fill in the content from any
number of contexts” (p. 91). Exchange theory, in its abstractness, is useful because of its “great
scope and breadth” (White & Klein, p. 91). Exchange theory is parsimonious because it does
not include frivolous conceptual and propositional content and yet it adequately explains familyrelated phenomena. Concepts within the theory are easily understood and clearly linked.
Because exchange theory is widely useful, parsimonious, and straightforwardly
understood, the concepts of cost and rewards were easily applied to both interactions within
continuing education and to clinical situations involving infant abandonment. Costs and rewards
are useful in comprehending the knowledge-time exchange that may validate training as well as
in identifying effective teaching strategies for continuing education courses. In addition, the
concepts of costs and rewards are likely to recapitulate the way in which expectant parents who
cannot care for their baby may think about their choices. Therefore exchange theory provides a
lens through which the nurse may better comprehend the choices of this population. Exchange
theory may also help nurses in understanding their role in caring for persons who legally
abandon an infant under SHLs.
While the strengths of the use of exchange theory for this project are many, reflection on
limitations of the use of exchange theory for implementation of continuing education about SHLs
was meticulously undertaken. Even as the major concepts of this theory are clearly linked, it is
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the self-referential linkage that may be scrutinized. According to White and Klein (2008), the

concepts of exchange theory may be considered tautological. Even though circular reasoning is
not scientific, it does recapitulate real-life experience and thus provides a useful framework for
ontological research. That is, closed-system definitions do not reduce the application of
exchange theory even as this is a plausible reflection when considering limitations of its use.
Exchange theory may be seen as paradoxical, yet, it can be predictive if motivation is
understood. In order for the calculation of costs and rewards to occur, it must be assumed that
people are rational and view rewards and costs relatively uniformly. While the issue of rationality
may be viewed from multiple perspectives by theorists, it must be considered that there are
situations wherein a person may not always act rationally. White and Klein (2008) assert that “It
seems natural to question whether the assumption of rational actors calculating their most
profitable choices makes sense in the context of family” (p. 89). Exchange theory does not
provide adequate explanation for phenomena like altruism and love as these are witnessed
behaviors and not witnessed motives. Additionally, the assumptions that humans are rational
and self-interested may be as much of a logical fallacy as it is a philosophical discussion: these
assumptions seem unnatural and are certainly reductionist in nature.
The major limitation in applying exchange theory to continuing education content related
to infant abandonment is that exchange theory assumes that humans are rational. Within the
context of infant abandonment it may not always be assumed that humans will act rationally.
There is great potential for circumstances of irrational action associated with infant
abandonment. Such circumstances include post-partum depression/psychosis, panic, and
mental illness.
The assumption that people act in self-interest and rationally is a major part of exchange
theory and the theory does not account for phenomena such as altruism or love. Yet, at its core,
exchange theory accounts for interdependence and is widely useful in understanding reciprocal
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relationships. For this reason, the theory is applicable to understanding both continuing
education and clinical issues surrounding infant abandonment under SHLs.
The DOI Model: Overview
Practice changes hinge on effective methods of reaching clinicians with relevant
research or clinical advancements. The DOI model is a useful framework through which

research utilization may be understood. According to Rogers (2003), diffusion is “the process by
which (1) an innovation (2) is communicated through certain channels (3) over time (4) among
members of a social system” (p.11). These four elements influence the spread of an innovation.
An innovation is a new entity including an idea or an object. Adoption of an innovation occurs
within five groups that are categorized with regard for proclivity toward adopting an innovation.
These five categories of adopters are innovators, early adopters, early majority, late majority,
and laggards. Depicted within a bell-shaped curve, innovators comprise the first 2.5% of
adopters, followed by early adopters which comprise 13.5% of a group to adopt. Following early
adopters, 34% of the adopters are called the early majority and the subsequent 34% of the
group are considered to be the late majority. The final 16% of adopters are labeled as laggards.
Each adoption group has differing characteristics, and thus identifying which category a person
may fall into can be important to implementing change. According to the DOI model, adoption of
an innovation is heavily dependent upon human capital. Additionally, the way in which
individuals perceive characteristics of an innovation greatly affects the rate of adoption.
Perceived attributes of an innovation include relative advantage, compatibility, complexity,
trialability, and observability. Each person or decision-making unit must undergo an innovationdecision process. This process includes five steps which are knowledge, persuasion, decision,
implementation, and confirmation. The innovation-decision process also influences the rate of
adoption. An innovation-decision may be classified as optional, collective, or authority. Early
adopters have a shorter innovation-decision period than do late adopters. Additionally,
communication channels, nature of the social system, and extent of a change agent’s promotion
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efforts all affect rate of adoption. Rogers (2003) asserted that “A change agent is an individual
who influences clients’ innovation-decisions in a direction deemed desirable by a change
agency” (p.27). The rate of adoption of an innovation may be depicted in an S-shaped
(cumulative) curve wherein critical mass is reached when diffusion is self-sustaining within a
system. After about 10% to 20% of a system adopts an innovation, rate of adoption will “take

off”. Within an individual, adoption occurs at threshold. According to Rogers (2003), “Individual
thresholds explain the microlevel process through which aggregated individual decisions make
up the critical mass in a system” (p.356). Overall, the DOI model is useful in guiding
implementation of change (Rogers, 2003).
The DOI Model: Application
Increasing SHL knowledge through training at a large medical center in downtown
Chicago based on best evidence for continuing education implementation is an innovation was
communicated over time such that it affected the social system of the medical center. The DOI
model was useful in conceptualizing adoption of this training. An innovation itself,
communication, time, and a social system were all elements that affected SHL knowledge
through training at a large medical center in downtown Chicago. The innovation, knowledge
about SHLs, was communicated through an evidence-based continuing education course, over
one month, within the ED of a large medical center in downtown Chicago.
Because practice change is reliant on effective methods of reaching clinicians with
innovations, diffusion is necessary in effecting practice change. Within implementation of SHL
education through evidence-based continuing education, five categories of adopters were
recognized within the system of a large medical center in downtown Chicago. These were:
innovators, early adopters, early majority, late majority, and laggards. While the early adopters
changed practice initially as a result of continuing education, laggards were the last to adopt
practice changes related to SHLs. When implementing continuing education interventions, it
was important to identify participants within each adoption group because each group had
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differing characteristics. Human capital is an essential determinant of change implementation
according to the DOI. The way in which individuals perceive characteristics of an innovation
may greatly affect the rate of adoption. Participants considered perceived attributes of an
innovation which include relative advantage, compatibility, complexity, trialability, and

observability. Some of these perceived attributes strengthened the project while others did not.
Ostensibly, these perceived attributes affected the innovation-decision process which contains
knowledge, persuasion, decision, implementation, and confirmation. Because communication
channels, nature of the social system, and extent of a change agent’s promotion efforts all affect
rate of adoption, it was important to implement continuing education in a way that helped
participants identify their own communication channels, perform an analysis of the nature of the
social system, and identify potential change agents within the organization (Rogers, 2003).
The DOI Model: Strengths and Limitations
The DOI model is useful to understanding how practice change may occur over time and
throughout a system. In general, the DOI model lent itself well to implementation of evidencebased continuing education about SHLs, however, the perceived attributes seemed to be
polarized such that some aspects of perceived attributes strengthened the use of the DOI model
while others limited its use. For this reason, exploration of the strengths and limitations of the
use of the DOI model, with specific regard for the perceived attributes associated with the
innovation, makes sense.
Because of the nature of the innovation -knowledge about SHLs- relative advantage,
compatibility, and complexity are all perceived attributes that lent themselves well to
understanding practice changes associated with continuing education about SHLs within the
context of the DOI model. Relative advantage is a strength because it is logical that nurses
perceive having knowledge about a law for which they are accountable as being better than not
having knowledge about a law for which they are accountable. Therefore, utilization of best
evidence to teach nurses about SHLs was perceived as a relative advantage to haphazard
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continuing education. According to Rogers (2003), “Relative advantage is a ratio of the
expected benefits and costs of adoption of an innovation” (p. 233). Because the benefits of
obtaining knowledge are likely to outweigh the costs, relative advantage of the innovation is a
strength of using this model. Compatibility describes the consistency of the change with the
existing values of adopters. Because lifelong learning is part of the nursing metaparadigm,
many nurses were likely to value education and best practice. Therefore, the innovation was
compatible with existing values of adopters, thus conceptualization of the innovation’s
compatibility is strength of using the DOI model. Complexity refers to the degree to which
adopters perceive the innovation as being difficult. Because SHL education using evidencebased continuing education was neither complicated in method of knowledge attainment or
content of curriculum, the complexity of the innovation, as conceptualized through the DOI
model, was a strength of using the model to guide implementation.
While the DOI model framed the innovation of knowledge about SHLs in a positive
manner with respect to relative advantage, compatibility, and complexity, some perceived

attributes were more cumbersome through the DOI lens. Trialability and observability were less
relevant with respect to the innovation of knowledge about SHLs. Trialability “is the degree to
which an innovation may be experimented with on a limited basis” (Rogers, 2003, p. 16). The
possession of knowledge about SHLs is relatively black and white, and therefore, the innovation
could not really occur as an installment. Also, infant abandonment under SHLs is a fairly
uncommon occurrence within a given hospital. According to Rogers, observability refers to “the
degree to which the results of an innovation are observable to others” (p.16). Knowing about
SHLs is not likely to affect practice change on a daily basis. For these reasons, both the
trialability and the observability were perceived attributes which were not as relevant to
knowledge about SHLs. Thus, these aspects are limitations to the use of the DOI model.
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Review of Literature: Continuing Education
A literature search was conducted to identify sources of evidence related to continuing
education such that the best practice for teaching a continuing education course could be

constructed. The databases searched included: (1) JBI ConNECT, (2) Cochrane Collaboration
and Library, (3) CINAHL, (4) MEDLINE, (5) Academic Search Complete, (6) Academic Search
Premier, (7) ERIC, and (8) Health Source Academic/Nursing Edition.
Search Terms: Continuing Education
JBI ConNECT and the Cochrane Collaboration and Library were both searched using
the MeSH heading “Education, Continuing.” Within CINAHL, MEDLINE, Academic Search
Premier, Academic Search Complete, ERIC, and Health Source Academic/Nursing Edition, the
following search terms were used: MM "Health Personnel -- Education" OR MH "Health
Personnel -- Education" OR MM "education, continuing" OR MH "education, continuing" AND
interactive OR “practice-based learning” OR “practice based learning” OR “educational outreach
visits” OR reminder* OR didactic OR “small-group” OR “small group.”
Inclusion and Exclusion and Literature Search Results: Continuing Education
JBI ConNECT and Cochrane Collaboration and Library were searched using major
headings and without any additional limiters. The systematic review obtained from the Cochrane
Collaboration and Library included 81 trials and the content was assessed as up-to-date as of
2008. Because this systematic review incorporated best evidence through 2008, literature
searches within additional search engines were limited to include evidence generated from 2008
to 2015. The search within CINAHL was further limited to articles that were peer-reviewed and
written in English. The search within MEDLINE was further limited to include academic articles
written in English. Academic Search Complete, Academic Search Premier, and Health Source
Academic/Nursing Edition were searched and results were limited to articles that were peer
reviewed and written in English. Exclusion was based on relevancy of the article to nursing and
the generalizability of the evidence related to continuing education. Many articles described
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continuing education solely within the context of professions that were not closely related to

nursing. In addition, many pieces of literature derived evidence related to continuing education
within the constraints of extremely pointed subject matter: these articles were excluded. It was
determined that literature related to continuing education that was universal to many health
professions or that made general statements about continuing education, irrespective of
educational content, met inclusion criteria. Additionally, the transferability of CME to nursing was
recognized and studies specific to CME also met inclusion criteria. Studies that were conducted
within contexts that were not easily transferrable to the United States were also excluded.
Finally, literature that was relevant to the EBP project as determined by the project coordinator
was included.
JBI ConNECT was searched using the MeSH term “Education, Continuing” without any
limiters, and there were no results. Cochrane Collaboration and Library was searched using the
MeSH heading “Education, Continuing” without any additional limiters and there were 8 results,
one of which was relevant in accordance with the inclusion and exclusion criteria. Using
additional search terms (as previously indicated) and limiting the search to peer-reviewed
literature, written in English, and between the years 2008 and 2015, additional databases were
used to find evidence that has been built upon the systematic review obtained within the
Cochrane Collaboration and Library. CINAHL, MEDLINE, Academic Search Complete,
Academic Search Premier, ERIC and Health Source Academic/Nursing Edition were all
searched separately using the same search terms. Within CINAHL, there were 40 results; six
articles were reviewed on the basis of possible relevancy and none were selected for use. A
search in MEDLINE yielded 50 pieces of evidence, of which ten were reviewed because they
were non-duplicates and they were deemed to potentially be relevant: Of these, none were
selected for use. Academic Search Complete yielded 120 results, of which 15 were reviewed,
not a duplicate, and potentially relevant: three were selected for use. A search within Academic
Premier Complete resulted in 120 pieces of evidence. Two articles were reviewed and all

25

26

THE EFFECTS OF EDUCATION

articles were either not relevant or they were duplicates. A search of ERIC yielded ten results, of
which none were potentially relevant or non-duplicates, thus none were reviewed. A search of
Health Source Academic/Nursing Edition resulted in four pieces of evidence, all of which were
either duplicates or not relevant. Forward citation chasing was carried out wherein articles that
cited Forsetlund et al. (2009) were searched using Google Scholar and 1,123 articles resulted. A
search was conducted within these articles using the search terms: MM "Health Personnel -Education" OR MH "Health Personnel -- Education" OR MM "education, continuing" OR MH
"education, continuing.” Four articles resulted and one was reviewed and used. Google Scholar
was also used to determine articles which had cited Cervero and Gaines (2014). A search of
articles citing Cervero and Gaines resulted in 12 results, of which one article was reviewed and
used (see Figure 2.1).
The strength of evidence was evaluated using the JHNEBP Evidence Rating Scale.
According to the scale, the strength of evidence may be classified as levels I-V. Level I evidence
includes experimental studies, RCTs, or meta-analyses of RCTs. Level II evidence includes
quasi-experimental studies. Non-experimental studies, qualitative studies, or meta-syntheses
are classified as level III evidence. Level IV evidence includes opinions of nationally recognized
experts based on research evidence or expert consensus panels. Finally, level V evidence
includes the opinions of individual experts based on non-research evidence: Level V evidence
may include case studies, literature reviews, or organizational experience (Dearholt & Dang,
2012).
In addition, the quality of evidence was evaluated using both the JHNEBP NonResearch Evidence Appraisal and the JHNEBP Research Evidence Appraisal tools. Quality
ratings were grades A, B, or C, according to this tool, wherein high quality evidence was grade
A, good quality evidence was grade B, and low quality evidence or evidence with major flaws
was grade C (Dearholt & Dang, 2012).

26

27

THE EFFECTS OF EDUCATION
Figure 2.1
Search Methods

Joanna Briggs
Institute EBP
Database
(n = 0)

Full articles reviewed:
(n = 0)

Articles included:
(n = 0)

Cochrane Library
(n = 8)

Full articles reviewed:
(n = 2)

Articles included:
(n = 1)

Cumulative Index to
Nursing and Allied
Health Literature
(CINAHL)
(n = 40)

Full articles reviewed:
(n = 6)

Articles included:
(n = 0)

MEDLINE
(n = 50)

Full articles reviewed:
(n = 10)

Articles included:
(n = 0)

Academic Search
Complete
(n = 120)

Full articles reviewed:
(n = 15)

Articles included:
(n = 3)

Academic Search
Premier
(n = 120)

Full articles reviewed:
(n = 2)

Articles included:
(n = 0)

Education Resources
Information Center
(ERIC)
(n = 10)

Full articles reviewed:
(n = 0)

Articles included:
(n = 0)

Health Source
Academic/Nursing
Edition
(n = 4)

Full articles reviewed:
(n = 0)

Articles included:
(n = 0)

(

Hand Search:
(n = 2)

Forward citation
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(n = 2)

Total articles included in this review of literature:
(n = 8)

Note. Adapted from the PRISMA Flow Diagram
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Level I Evidence
Within a meta-analysis conducted by Forsetlund et al. (2009), the effects of continuing
education on professional practice and healthcare outcomes were evaluated. This Cochrane
Review included a total of 81 RCTs related to continuing education and more than 11,000

health professionals were evaluated. Studies that used quasi-randomization or “other methods”
were not included (Forsetlund et al., 2009, p. 5). All RCTs reviewed included objectively
measured effects on professional practice and healthcare outcomes.
In order to determine the effects of continuing education on professional practice and
healthcare outcomes, six comparisons were made. These were: (1) any intervention in which
educational meetings were a component compared to no intervention; (2) educational meetings
alone compared to no intervention; (3) education meetings compared to other interventions; (4)
any interventions in which educational meetings were a component compared to meetings
alone; (5) interactive continuing education compared to didactic format, and (6) any other
comparison of different types of educational meetings. Through these comparisons, the
following questions were addressed: (1) “Are educational meetings and workshops alone or in
combination with other interventions effective in improving professional practice or healthcare
outcomes?”; (2) “How does the effectiveness of education meetings compare with that of other
interventions?”; and (3) “Can educational meetings be made more effective by how they are
done” (pp. 4-5)? The authors “calculated the RD for dichotomous outcomes, adjusted for
baseline performance; and for continuous outcomes the percentage change relative to the
control group average after the intervention, adjusted for baseline performance” (p. 1). Patient
and provider outcomes were measured separately. In addition, ten factors were considered to
explain the heterogeneity of effect estimates using a weighted meta-regression and,
secondarily, visual analysis of bubble and box plots. These ten factors were (1) type of
intervention, (2) continuing education as a part of multifaceted interventions, (3) intensity, (4)
attendance, (5) setting of care, (6) interactive versus didactic methods, (7) complexity of
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targeted behavior, (8) perceived seriousness of the outcome, (9) baseline compliance, and (10)
risk of bias. It should be noted that all studies did not include the actual number of health
personnel as the sample was reported in clusters.
The major findings of this study were that both professional practice (median adjusted
RD of 6%, interquartile range of 1.8 to 15.9) and patient outcomes (median adjusted RD of 3%,
interquartile range of 0.1% to 4.0%) were improved by any intervention in which educational
meetings were a component compared to no intervention]); (2) With regard to professional
practice, the median adjusted RD was 6% (interquartile range of 2.9 to 15.3) in the comparison
of educational meetings alone to no intervention indicating an improvement. With regard to
patient outcomes, improvement was appreciated in the comparison of educational meetings
alone to no intervention in both trials with dichotomous outcomes (median adjusted RD of 3%,
interquartile range of 0.1% to 4%) and trials with continuous outcomes (median adjusted RD of
4%, interquartile range of 0% to 11%); (3) Educational interventions compared to other
interventions did not result in positive RDs with regard to both professional practice and patient
outcomes, thus indicating no improvement within the intervention group; (4) Any interventions in
which educational meetings were a component compared to meetings alone resulted
insignificant differences; (5) A comparison of interactive continuing education to didactic format
yielded a slightly larger improvement in the group receiving interactive education; and (6) other
comparisons of different types of educational meetings were explored through a funnel plot.
Asymmetrical distribution of the funnel was postulated to be suggestive of publication bias
among studies that include fewer than 100 healthcare professionals, however, other possible
causes of this asymmetry were addressed by the authors. There was an association between
higher attendance at educational meetings and with larger adjusted RDs (P <0.01). Mixed
interactive and didactic meetings were more effective than didactic (median adjusted RD 6.9) or
interactive interventions (median adjusted RD 3.0) alone. While mixed interactive and didactic
methods were most effective, it should be noted that, within the literature, there was some
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ambiguity about the methods. When the authors were unsure about the intervention, the study
was classified as “mixed”. While educational meetings were not effective for complex behaviors
(adjusted RD -0.3) compared to less complex behaviors, educational meetings with outcomes
that were perceived as less serious were less effective (RD 2.9) than outcomes that were
perceived as more serious. Overall, the authors concluded that “educational meetings alone or
combined with other interventions can improve professional practice and the achievement of
treatment goals by patients” (p. 2).
Appraisal of Level I Evidence
Forsetlund et al. (2009) provided a strong piece of evidence. Results were statistically
pooled from combinable studies and the effect size was expressed in terms of both direction
and magnitude. Yet, the review was limited by the quality of studies included in the review.
Specifically, many studies included within this literature did not adequately describe the
interventions used. Nevertheless, this meta-analysis provided excellent data derived by rigorous
methods. According to the JHNEBP Research Evidence Appraisal tool, Forsetlund et al. (2009)
presented Level I evidence that may be considered grade A.
Level II Evidence
Bluestone et al. (2013) conducted an integrative review for the purpose of identifying
educational training approaches which are useful for healthcare professional continuing
education. In addition, the author aimed to investigate outcomes derived from continuing
education. Thirty-seven systematic reviews and 32 randomized control trials were analyzed.
Literature reviewed included evidence that addressed any type of health professional continuing
education event and addressed analysis of short-term evaluation and/or assessment of the
long-term outcomes of the training. Priority was given to “articles that used higher-order
research methods, specifically meta-analysis or systematic reviews and evaluations that
employed experimental designs” (p. 2). Observational studies, qualitative studies, editorial
commentary, letters and book chapters were all excluded. Data were categorized and graded
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based upon criteria adapted from the OCEMB. It is important to note, however, that the

“Grading of studies included within systematic reviews was reported by authors of those reviews
and was not further assessed in this integrative review” (Bluestone et al., 2013, p. 2). A data
extraction spreadsheet was developed based on both a model proposed by the Best Evidence
in Medical Education (BEME) group as well as definitions and the conceptual model proposed
by an earlier review (Marinopulos et al., 2007). Data extracted within this review focused on
techniques, frequency, setting, and media used for continuing education.
In an updated synthesis of systematic reviews, Cervero and Gaines (2014) investigated
the literature related to continuing education. According to the authors, “The overall purpose of
[the] report [was] to understand the relationship between the substantial evidence base about
the effectiveness of [continuing education] and the wider literature on reform in [continuing
education]” (p. 3). Eight systematic reviews of literature published since 2003 that were primary
research studies in continuing education were examined. Studies which reported outcomes that
included physician performance or patient health outcomes were used within this synthesis.
Additionally, continuing education reform literature was included within this piece of evidence.
According to the authors, there is a need to build upon evidence that supports continuing
education outcomes. Cervero and Gaines (2014), asserted that “The question of the overall
impact of [continuing education] has now been settled with 39 systematic reviews published
between 1977 and 2014” (p. 8). The authors added that within the synthesis of systematic
reviews, the authors “focus on furthering an understanding of the types of [continuing education]
that are effective” (p. 8). Effectiveness of continuing education to improve physician
performance and patient health outcomes, as well as the mechanisms for continuing education
that lead to positive changes, were measured and analyzed. The authors reported that
continuing education does improve physician performance and health outcomes, however,
continuing education “has a more reliably positive impact on physician performance than on
patient health outcomes” (p. 14). Additionally, this report concluded that continuing education
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“leads to greater improvement in physician performance and patient health if it is more
interactive, uses more methods, involves multiple exposures, is longer, and is focused on

outcomes that are considered important by physicians. Additionally, the authors determined that
reports by the Macy Foundation and IOM summarize evidence related to continuing education
as being effective, yet the “reports’ overall conclusions are generally, and paradoxically, critical
of [continuing education]” (p.12).
Appraisal of Level II Evidence
Bluestone et al. (2013) conducted an integrative review and addressed a clear research
question. The authors’ search methods were rigorous and reproducible. In addition, details
about the reviewed studies were included within the integrative review. The authors noted
methodological limitations. For example, the Bluestone et al. noted that the “Grading of studies
included within systematic reviews was reported by authors of those reviews and was not
further assessed in this integrative review” (p. 2). Overall, this level II evidence may be
considered high quality. Therefore, in accordance with the JHNEBP Research Evidence
Appraisal tool, Bluestone et al. (2013) presented Level II evidence that may be considered grade
A.
In an updated synthesis of systematic reviews, Cervero and Gaines (2014) addressed a
clear research question and the authors’ search methods were rigorous and reproducible as
databases and both inclusion and exclusion criteria were noted. The authors reported details
about studies included in the literature. For example, the authors noted that “systematic reviews
published since 2003 show a greater level of sophistication in terms of the research questions
and research methods used (Cervero & Gaines, p. 5). In addition, while the authors noted many
major perspectives related to continuing education, methodological limitations were not
discussed at length. Overall, this level II evidence may be considered high quality. Therefore, in
accordance with the JHNEBP Research Evidence Appraisal tool, Cervero and Gaines (2014)
presented Level II evidence that may be considered grade A.
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Level IV Evidence
Within Continuing education: AMEE education guide no 35, Davis, Davis, and Bloch,
(2008), provided “a foundation for developing effective [continuing education]” (p.652) through
expert opinion based on research evidence. This guide which highlighted components of
effective continuing education included the history of continuing education, rationale for

continuing education, approach to developing continuing education, management of continuing
education programs, and future trends related to continuing education. With regard to continuing
education methods, Davis, Davis, & Bloch (2014) noted that “effectiveness is improved by
increasing interactivity and relevance using appropriate lecture delivery methods and casebased material” (p. 656). The report called for an understanding of the adult learner. In addition,
practice-based approaches to teaching continuing education were recommended. This guide
also reported the call for both a needs assessment within program planning as well as an
outcomes-based evaluation after continuing education implementation.
Appraisal of Level IV Evidence
Clear recommendations are given by Davis, Davis, and Bloch, (2008), whose credentials
are outlined within the literature, however the methods are not clearly defined and little
information is given about the supporting research. For these reasons, this level IV evidence is
given a grade B according to the JHNEBP Non-Research Evidence Appraisal tool.
Level V Evidence
Dyche and Epstein (2011) authored a narrative review that was pointed at identifying
“common barriers to and facilitators of curiosity and related habits of mind in the education of
doctors” (p. 663). In addition, the authors attempted to demonstrate how curiosity may be
supported in education through specific, evidence-based methods of teaching. The authors
conducted a “theory-driven conceptual exploration and qualitative review of the literature” (p.
663). Data related to curiosity was considered from the perspectives of education and
psychology and then applied to healthcare education methods. Dyche and Epstein (2011)
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opined that “Although medical education must address the realities of content learning and time
constraints, it should be remembered that the practice of medicine always involves discovery
and strong emotions and is conducted in highly dynamic social environments” (p.668). The
authors determined that curiosity may be supported in medical education through specific
teaching methods. These methods included the following according to Dyche and Epstein:
The adult learning literature proposes that curiosity and inquisitiveness flourish in an
educational context that gives students responsibility for their own learning, that
promotes multiple perspectives, that allows for mindful reflection, on both the subject
and the learning process itself, that encourages inquiry rather than simply supplying
information, that creates a feeling of safety for the exploration of new cognitive and
affective domains, that promotes openness about uncertainty, and that encourages
students to work together with peers (p.663).
Ghosh (2013) wrote a narrative review which summarized the requirements for
organizing continuing education. Evidence related to the principles of adult learning, needs
assessment for continuing education, and evaluations of continuing education programs were
presented. The author reported using “current evidence” to substantiate requirements for
organizing continuing education. In relation to principles of adult learning, the author concluded
that andragogy is preferred to pedagogy wherein a problem-centered approach to teaching,
working in groups, or discussion of topics that concern the learner in his or her work
environment should be emphasized. The author deemed a needs assessment as foundational
to planning learner-centered continuing education. In regard to continuing education activity, the
author reported that efficacy of continuing education was positively affected by factors including
interactive interventions and uses multiple methods of teaching. The author also calls for
assessment as part of effective continuing education: The author noted that administering both
pre- and post-tests is a way that continuing education course organizers may assess the
efficacy of the program.
Kowalski (2015) described storytelling as a method of teaching. Within an expert
opinion, the author determined that “Stories demonstrate important points, valuable lessons,
and the behaviors that are preferred by the leader” (Kowalski, p. 250).

34

35

THE EFFECTS OF EDUCATION
Dickerson (2015) addressed the principles of continuing education that “inform our
thinking and decision making” (p. 6). Within this expert opinion, the authors concluded that
“Incorporating key principles of adult learning, content integrity, and measuring outcomes
reflects that nurse educators are using best practice and current standards to develop and
implement quality continuing education” (p.7).
Appraisal of Level V Evidence
Dyche and Epstein (2011) presented a narrative review wherein a theory-driven

appraisal of literature was carried out. The authors used empirical evidence to support opinion
and the authors’ opinion was clearly stated. Potential biases of the authors were acknowledged.
According to the JHNEBP Non-Research Evidence Appraisal tool, this piece of evidence may
be considered grade A.
Within a narrative review, Ghosh (2013) used empirical evidence to support a clearly
stated opinion and potential biases were acknowledged, therefore, according to the JHNEBP
Non-Research Evidence Appraisal tool, this piece of evidence may be considered grade A.
Expert opinion articles written by Kowalski (2015) and Dickerson (2015), presented
clearly stated opinions. Within both pieces of literature potential biases of the authors were
acknowledged. Nevertheless, the expertise of each of the authors appeared to be credible, yet
expertise was not clearly evident. According to the JHNEBP Non-Research Evidence Appraisal
tool, this piece of evidence may be considered grade B.
Synthesis of Literature: Continuing Education
Within the literature, support for continuing education with regard for practice and patient
outcomes was substantiated (Bluestone et al., 2013; Cervero & Gaines, 2014; Forsetlund et al.,
2009). In addition, several methods for implementing education were identified. Major factors
contributing to effective continuing education included courses that were more interactive, used
mixed-methods of teaching, and wherein the outcomes were perceived as more serious. In
addition, practice-based learning, multiple-exposures or longer interventions, use of andragogy,
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complexity, initial needs assessment, program evaluation, curiosity, and storytelling were all
indicated as being contributory to effective continuing education.
All factors contributing to effective continuing education were scored according to the

number of articles wherein each was concluded to be contributory and with regard to the weight
of each finding as determined by the level of evidence wherein each factor was identified. For
example, a piece of level I evidence that reported interactive methods as contributory to
affecting continuing education would be scored as five whereas a piece of level V evidence that
reported interactive methods as contributory to affecting continuing education would be scored
as level I. The total score for each factor contributing to effective continuing education was
determined. Courses that were interactive, used mixed-methods of teaching, and wherein the
outcomes were perceived as more serious were the highest scoring factors affecting continuing
education outcomes, according to the literature (see Figure 2.2).
Interactive. Interactive methods of teaching were identified as effective (Bluestone et al.,
2013; Cervero & Gaines, 2014; Davis, Davis, & Bloch, 2008; Forsetlund et al., 2009; Gosh, 2013).
Forsetlund et al. compared interactive continuing education to didactic format. This yielded a
slightly larger improvement in the group receiving interactive education. However, Forsetlund et
al. also concluded that mixed interactive and didactic methods were more effective than either
interactive or didactic methods alone. While Forsetlund et al. made determinations about
didactic, interactive, and mixed interactive and didactic methods, Bluestone et al.; Cervero and
Gaines; Davis, Davis, and Bloch; and Gosh all determined that interactive methods rather than
passive didactic methods are effective in teaching continuing education.
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Figure 2.2
Factors Contributing to Effective Communication in Continuing Education

Mixed-methods. Mixed-methods of teaching were also identified as being effective with
regard to continuing education implementation (Bluestone et al., 2013; Cervero & Gaines, 2014;
Ghosh, 2013). Ghosh discussed a study wherein 366 primary care providers used 55 different
learning methods (McClaren, Franco, & Snell, 1998). While Ghosh found evidence to quantify the
need for mixed-methods, Bluestone et al. described several different methods of teaching and
discussed the efficacy of each. Ultimately, Bluestone et al. determined that multiple techniques are
useful for implementing continuing education, however, unlike Ghosh, Bluestone et al. did not
determine if multiple methods are effective in general or if they are effective when used together.
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Cervero and Gaines specified that continuing education “activities that use multiple educational
techniques have a greater overall positive effect on those that use a single technique” (p. 8).
Perception of Outcomes. Interestingly, Forsetlund et al. (2009) determined that when

outcomes are perceived as less serious rather than moderately or highly serious by the practitioner,
continuing education may be less effective. Similarly, Cervero and Gaines (2014) also concluded
that continuing education leads to greater improvement in practice outcomes when it is “focused on
outcomes that are considered important by [clinicians]” (p. 14).
Effectiveness of continuing education related to practice and patient outcomes.
Much of the literature pointed toward specific factors that improve the effectiveness of
continuing education including interactive methods, mixed-methods, and perception of outcome.
Yet the literature also confirmed the effectiveness of continuing education in general. In fact,
Cervero and Gaines (2014) asserted that “the overall impact of [continuing education] has now
been settled” (p. 8). According to Cervero and Gaines, continuing education “Does improve
physician performance and patient outcomes” (p.14). However, the authors reported that
continuing education “Has a more reliably positive impact on physician performance than on
patient health outcomes” (p.14).Similarly, Forsetlund et al. (2009) determined that both practice
and patient outcomes are improved by continuing education, however, the effect of continuing
education on patient outcomes tends to be less than the effect of continuing education on practice
outcomes. Bluestone et al. (2013) also concluded that continuing education can lead to improved
knowledge and practice outcomes; however, they determined that there was less evidence to
support patient outcomes. Overall, the literature supported the effectiveness of continuing
education for improving knowledge as well as practice and patient outcomes.
Review and Synthesis of Literature: Safe Haven Laws
A literature search was conducted to identify sources of evidence related to SHLs and
nurse knowledge about SHLs. The databases searched included: (1) Joanna Briggs Institute
Clinical Online Network of Evidence for Care and Therapeutics (JBI ConNect), (2) Cochrane
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Collaboration and Library, (3) Cumulative Index to Nursing and Allied Health Literature
(CINAHL), (4) MEDLINE, (5) Academic Search Complete, (6) Academic Search Premier, (7)
Health Source-Academic Edition, (8) Health Source-Consumer Edition, (9) PsychINFO, (10)
National Guidelines Clearinghouse, and (11) ProQuest.
Search Terms: Safe Haven Laws

Several terms were used to search for evidence related to SHLs. The search terms used
were: "safe haven" OR "abandon* bab*" OR "bab* abandon*" OR "abandon* child*" OR "child*
abandon*" OR "abandon* neonate" OR "neonate abandon*" OR "abandon* infant" OR "infant
abandon*" OR "abandon* newborn" OR "newborn abandon*" OR "relinquish* bab*" OR "bab*
relinquish*" OR "relinquish* child*" OR "child* relinquish*" OR "relinquish* neonate" OR
"neonate relinquish*" OR "relinquish* infant" OR "infant relinquish*" OR "relinquish* newborn"
OR "newborn relinquish*"AND nurs*.
Inclusion and Exclusion Criteria and Search Results: Safe Haven Laws
Peer reviewed articles written in English met the inclusion criteria for the search.
Exclusion was based on relevancy of the article. Many articles were not actually about SHLs or
infant abandonment. Some articles were about abandonment of older children: These articles
were also excluded. Articles that described infant abandonment in countries other than the
United States were excluded. Literature that is no longer pertinent due to SHL evolution was
also excluded.
Using the search terms and limiting the search to peer reviewed literature written in
English, electronic databases were used to find evidence. JBI Connect and Cochrane
Collaboration and Library were searched separately without any results. Through EBSCO, the
following databases were searched simultaneously and yielded the corresponding results:
CINAHL yielded 53 results; MEDLINE had 78 pieces of evidence; Academic Search Complete
included 54 results; a search within Academic Search Premier resulted in 54 pieces of
evidence; Health Source- Academic Edition yielded 33 results; Health Source - Consumer
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Edition had three pieces of evidence and PsychINFO yielded 26 results. Of the 301 total articles
obtained via EBSCO and reviewed, only five articles were relevant to the topic and in alignment
with the inclusion and exclusion criteria. A search within the National Guidelines Clearinghouse
website did not yield any results. Finally, a search within ProQuest yielded 368 results, of which
only three were relevant to the topic, in alignment with the inclusion and exclusion criteria, and
were not duplicates of literature found within previous results. The MeSH term “MM ‘Child,
Abandoned’” was also used to search CINAHL and MEDLINE without any additional, usable
results.
The strength of evidence was evaluated using the JHNEBP Evidence Rating Scale.
According to the scale, the strength of evidence may be classified as levels I-V. Level I evidence
includes experimental studies, RCTs, or meta-analyses of RCTs. Level II evidence includes
quasi-experimental studies. Non-experimental studies, qualitative studies, or meta-syntheses
are classified as level III evidence. Level IV evidence includes opinions of nationally recognized
experts based on research evidence or expert consensus panels. Finally, level V evidence
includes the opinions of individual experts based on non-research evidence: Level V evidence
may include case studies, literature reviews, or organizational experience (Dearholt & Dang,
2012).
In addition, the quality of evidence was evaluated using both the JHNEBP NonResearch Evidence Appraisal and the JHNEBP Research Evidence Appraisal tools. Quality
ratings were grades A, B, or C, according to this tool, wherein high quality evidence was grade
A, good quality evidence was grade B, and low quality evidence or evidence with major flaws
was grade C (Dearholt & Dang, 2012)..
Level III Evidence
An investigation of nurses' attitudes and knowledge of their roles in newborn
abandonment was carried out by Cesario (2003) to determine if “judgmental attitudes and a lack
of accurate information may impede a health care provider's ability to carry out a safe-haven
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law” (p. 31). The author aimed to report the current level of knowledge, attitudes, and selfperception of preparedness and to propose suggestions for care. A random selection of 2000

nurses in Texas was used in this study. The nurses included ranged in age from 24 years to 76
years and were 94% Female. Seventy-four percent of the sample was married, 97.5% of the
sample was Christian, and nursing experience ranged from one to 55 years. Forty-one percent
of the nurses were medical-surgical nurses and education among the sample ranged from
nurses prepared with an associate degree to nurses prepared with a doctoral degree to nurses
who were doctorally prepared. Within the descriptive/correlational design, a Newborn
Abandonment Care survey which measured nurses’ knowledge, attitude, and perceived
preparedness was used to gather data. Cesario determined that there was not a significant
correlation between a nurse’s knowledge nor attitude, and self-perception of preparedness to
manage a newborn abandonment event, but negative attitudes and lack of knowledge regarding
newborn abandonment were highlighted in this study.
Ryan, Caputo, and Berrett (2014) aimed to determine what percentage of emergency
medicine residents surveyed had heard of the NYSHL and to determine if those participants had
heard of the law actually understood it. A convenience sample survey between the months of
May and June 2011 at eight NYC based emergency medicine residency programs (n=103
[returned surveys out of 200]). Within this triangulation design, surveys were conducted in
person at EM conferences. The majority of EM residents in NYC surveyed were not familiar with
the law, and those who were, had a poor understanding of it. Seventy-three (71%) had never
heard of the NYSHL. Thirty residents (29%) responded that they had heard of the NYSHL. Of
these, more than a third of them (37%, n = 11) did not understand it correctly. Only nine
residents knew what constituted and could name designated “Safe Havens.” No resident was
able to define the upper age limit.
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Appraisal of level III Evidence

Both of these non-experimental studies described issues surrounding SHLs within very
specific settings and with a very specific sample. While sample sizes were sufficient, Cesario
(2003) had a relatively homogenous sample. According to Cesario, the nurses included ranged
in age from 24 years to 76 years and were 94% Female. Seventy-four percent of the sample
were married and 97.5% of the sample were Christian. Ryan, Caputo, and Berrett (2014) used a
convenience sample from an EM conference, thus this sample was not randomized. The
authors of both articles based conclusions on clearly stated results; yet, limitations of the studies
were not adequately discussed in either article. Both pieces of level III evidence are graded B
with reasonably consistent results, sufficient sample size, and fairly definitive conclusions.
Level V Evidence
Coodley (2009) aimed to describe the SHLs through the lens of a feminist. The author
focused on SHL implementation in Nebraska and used observations from the implementation of
the SHLs in Nebraska to describe the laws through what the author considered to be a feminist
perspective. The author purported SHLs to be an alternative to abortion and a step back from
Roe v. Wade.
Heath and Catlin (2005) described SHLs. The authors determined that SHLs have been
successful yet further information needs to be disseminated.
Kunkel (2007) described the context, barriers, and implications for nursing related to
SHLs. The authors determined that nurses and hospital policy making/implementation are
important aspects contributing to the success of SHLs.
Appraisal of Level V Evidence
Each of the three level V pieces of evidence is heavily based on opinion and some data
is anecdotal. Opinions within these pieces of evidence are not always substantiated by empiric
evidence, and expertise of the authors is not readily apparent. Each of these level V pieces of
evidence is rated as grade C.
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Synthesis of Literature: Safe Haven Laws

Currently, literature about SHLs is preliminary and there is a paucity of research that is
specifically related to nurse knowledge about SHLs. A systematic search of current literature
revealed only one scholarly research article that specifically addressed nurse knowledge about
SHLs. Literature about SHLs has included both generalized descriptions of SHLs and also
state-specific descriptions of SHLs. Additionally, some literature described SHL details among
certain populations including nurses or medical residents. Much of the content within these
writings related to SHLs relied on anecdotal evidence derivative from opinion.
National perspectives. Heath and Catlin (2005) provided a general overview of SHLs.
Their nationwide summary of SHLs presented a brief historical context of the laws and general
protocols. The authors reported that SHLs have been successful but information still needs to
be disseminated.
State perspectives. Literature that describes state-specific nuances related to SHLs
also exists. According to Kunkel (2007), state laws differ and it is important for healthcare
workers to understand SHLs in their own states. Kunkel not only gave a descriptive overview
setting forth some differences in state laws, but the author also described barriers and
implications of SHLs. Implications of SHLs included considerations surrounding hospital policies
and staff training (Kunkel). Barriers to SHL implementation included lack of awareness among
health care professionals.
Other barriers have been noted regarding the implementation of state laws. For
example, the state of Nebraska is most notorious for its implementation of SHL, not because of
the state’s success, but rather because of the state’s lack of attention to detail. According to
Coodley (2009), Nebraska state law did not provide a maximum age at which a minor could no
longer be relinquished under SHL and, consequently, parents from Nebraska and other states
relinquished teenagers under the law. Coodley described the events in Nebraska as a
manifestation of the need for improved child services for children of all ages. Through a
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“feminist” perspective, Coodley relayed that SHLs are an alternative to abortion and reports that
“women’s [emphasis added] desperation about their children includes children of all ages” (p.
63).
While Coodley (2009) combined both research and opinion that is loosely based on fact
about issues surrounding Nebraska SHL implementation, Harding (2009) took a more
straightforward approach to describing Nebraska’s SHL implementation and concluded simply
that, within the context of law-making, “details are important” (p. 353). Harding provided
information about Nebraska SHLs and presented an overview of state-specific SHLs. Harding
described nurse knowledge of SHLs as an important component of providing care.
Knowledge and Attitude. Cesario (2003) studied nurse knowledge and attitudes about
SHLs and identified a lack of knowledge among nurse participants regarding SHLs. While
Cesario (2003) outlined the lack of knowledge of SHLs among a specific population of nurses,
these nurses are not alone in SHL ignorance. In a much more recent study Ryan, Caputo, and
Berrett (2014) described the percentage of emergency room residents in NYC who knew about
and understood SHLs. The authors concluded that the majority of participants were not familiar
with the law and those who were familiar with the law had a poor understanding of it.
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Bias and stigma. Cesario (2003) emphasized that negative attitudes toward persons
relinquishing infants has the potential to hinder a nurse’s ability to act impartially and
compassionately in a relinquishment incident. Although studies about persons who relinquish
infants are difficult to obtain, Kunkel (2007) reported that relinquished infants may be the

product of traumatic incidences as with incest or rape. Indeed, nurses with a deeper knowledge
of the situations surrounding infant relinquishment may be likely to trade bias with empathy.
Cesario identified attitudes that may indicate such bias. According to Cesario negative attitudes
about infant abandonment are prevalent among some nurses. Cesario reported that 70% of
respondents had attitudinal scores that implied a negative attitude.
Coodley (2009) also wrote about a bias related to SHLs, but from a different
perspective. According to Coodley, SHLs may be narrowly portrayed as an alternative to
abortion and a step back for women. Even as SHLs are not just for women and even though
they are not anti-abortion by any means, Coodley opined otherwise thus unveiling bias from a
“feminist” perspective.
Construct Evidence-Based Practice
It is known that continuing education has an effect on knowledge, practice outcomes,
and patient outcomes (Bluestone et al., 2013; Cervero & Gaines, 2014; Forsetlund et al., 2009).
Additionally, several methods of teaching have been identified as positively affecting continuing
education outcomes. Major factors contributing to effective continuing education included
courses that were more interactive, used mixed-methods of teaching, and wherein the
outcomes were perceived as more serious. Furthermore, practice-based learning, multipleexposures or longer interventions, use of andragogy, complexity, initial needs assessment,
program evaluation, curiosity, and storytelling were all indicated as being contributory to
effective continuing education.
Few studies have been conducted about SHLs. Cesario (2003) identified a lack of
knowledge among a group of nurses in Texas and more recent research by Ryan et al. (2014)
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identified a lack of knowledge among medical residents in New York City. While these two
studies outlined a specific lack of knowledge among the medical professionals studied, other
literature alluded to a more widespread lack of knowledge among the medical community,
particularly nurses (Harding, 2009; Kunkel, 2007).
Best-Practice Recommendations

Because a lack of knowledge about SHLs among health professionals was identified, it
was determined that education was needed. Because evidence substantiated the effectiveness
of continuing education, it was recommended that continuing education be used to teach
healthcare professionals about SHLs. It was also recommended that curriculum and teaching
methods be consistent with factors that were identified as being contributory to effective
continuing education.
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CHAPTER 3
IMPLEMENTATION OF PRACTICE CHANGE
The goal of implementation of evidenced-based continuing education related to SHLs
was to increase nurse knowledge about SHLs. This goal was accomplished through educating
nurses about SHLs through multi-faceted continuing education methods. The planning, sample,
setting, outcomes, intervention, data, and protection of human subjects related to
implementation, evaluation, and dissemination will be discussed.
Planning
The project coordinator attended a training in order to become familiarized with
continuing education curriculum focused on Illinois SHLs. Additionally, the project coordinator
shadowed other trainers who participated in teaching the same curriculum at other hospitals in
Illinois. E-mail communication with the Clinical Site Facilitator was used to introduce the project
and to determine the best dates and processes for implementation. A face-to-face meeting with
the ED nurse manager took place such that specific needs of the site as well as the best way to
gain access to nurses could be determined.
The ED nurse manager and the Clinical Site Facilitator were supplied with the teaching
materials prior to implementation. Some materials were provided and developed by major
stakeholders including the Save Abandoned Babies Foundation, the Illinois Department of
Children and Family Services, and the Adoption Center of Illinois. Additionally, with permission,
the project coordinator adapted existing material to create a PowerPoint slideshow (see
Appendix B) and a pocket reference card (see Appendix C) from the materials provided by
major stakeholders. The project coordinator communicated with major stakeholders in the
process of creating these additional materials in order to maintain uniformity within the
curriculum. A comprehensive review of literature was undertaken by the project coordinator
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such that best practice for continuing education could be established. The educational
intervention and materials were based on this evidence.
Sample

A convenience sample of ED nurses at a large medical center in downtown Chicago was
included in this initiative. Registered nurses with any amount of nursing experience and
education were invited to be part of the SHL training. The sample was obtained by recruiting
nurses within the ED at a large medical center in downtown Chicago. Nurses were recruited onsite and with the help of the ED nurse manager and the clinical site facilitator. Promotional
posters (see Appendix D) were distributed in the ED three weeks before implementation
occurred. The implementation site ED has 89 nurses on staff, however, attendance at the
training was not mandatory. A total of 32 participants were recruited to participate. To increase
the probability that every nurse who wanted to attend a training session would be able to do so,
the project coordinator was available to conduct trainings as nurses became available during
their shift. Therefore, the project coordinator conducted trainings in a way that accommodated
the schedules and workloads of the ED nurses. This resulted in trainings that were either oneon-one or included several nurse participants simultaneously.
Setting
Implementation took place at a large medical center in downtown Chicago. The project
site is part of a larger healthcare organization that has been a longstanding and integral part of
Chicago. The healthcare system has a 178 year history in Chicago, making it the oldest medical
institution in the city (Rush University Medical Center, n.d.-e). Additionally, the project site is part
of a larger healthcare system that is nationally recognized (Rush University Medical Center,
n.d.-d).
While the project site is part of a healthcare system has earned an honored position in
Chicago based on longstanding excellence in medical care, additionally, there is much
emphasis on serving the community. According to Rush University Medical Center (n.d.-b), the
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hospital system serves the greater Chicago area by providing care to people unable to pay, by
educating future healthcare providers and supporting research. Rush University Medical Center
(2014), asserted that the hospital system “is making a lasting impression in the Chicago area by
providing healthcare, educating future healthcare providers, supporting research and
volunteering in [the] community” (para. 1).
The project site is an academic medical center and is a 731-licensed bed, acute care
medical center that employs more than 800 medical staff across a variety of specialties. The
project site shares a campus with a prominent University, and as an academic medical center,
education and research are a large portion of the medical center’s culture and focus (Rush
University Medical Center, n.d.-a; Rush University Medical Center Obligated Group, 2015).
Even as education is a major focus of the clinical site, there was not a formal in-service
related to SHLs for ED nurses within the medical center. While there had been an in-service
related to SHLs offered to ED nurses in the past, it was not based on formalized curriculum (J.
Rousseau, personal communication, April 23, 2015).
Mission. According to Rush University Medical Center (n.d.-c), “The mission of [the
project site] is to provide the best healthcare for the individuals and diverse communities
[served] through the integration of outstanding patient care, education, research and community
partnerships” (para. 1). This mission adequately recapitulates the values behind which the
project site stands and under which the institution functions.
The project site’s core values are known as the I CARE values: These are innovation,
collaboration, accountability, respect, and excellence. The core values are meant to inform
decisions of employees and to be coupled with compassion such that employees may effect
quality patient care (Rush University Medical Center, n.d.-c).
Population Served. In 2013, the project site conducted a Community Health Needs
Assessment wherein the population served by the medical center was identified to include
seven ZIP codes encompassing the community areas of Near West Side, Lower West Side,
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West Town, East Garfield Park, West Garfield Park, North Lawndale, and South Lawndale. In
2010, the population of the medical center’s service area was 330,661 which represented a 9%
population decrease from 2000. A drop in population between 2000 and 2010 was a city-wide
phenomenon, however, and not specific to the communities served by the project site (Rush
University Medical Center, 2013).
The makeup of the community in this area is diverse. Of the 330,661 residents in the
service area of the project site, 39% of residents were identified as Hispanic; 32% were
identified as black; 24% were identified as white; and 5 % were identified as other. However, it
is important to note that individual community makeup within the service area of the project site
was not necessarily well-stratified in terms of race/ethnicity. For example, West Garfield Park
was 96% Black whereas South Lawndale was 83% Hispanic (Rush University Medical Center,
2013).
Within the service area of the project site, 23% of residents were aged 0-17; 52% of
residents were aged 18-44; 18% of residents were aged 45-64, and 7% of residents were aged
65+. The medical center, therefore, serves a community with a variety of needs across the
lifespan (Rush University Medical Center, 2013).
The mortality rates within the service area of the project site were found to be higher
than the corresponding Chicago, U.S. baseline and Healthy People 2020 target mortality rates.
Specifically, North Lawndale and West Garfield Park demonstrated high mortality rates across a
variety of disease types (Rush University Medical Center, 2013).
Natality Rates within the service area of the project site demonstrated that within
Chicago, West Garfield Park and North Lawndale have two of the highest rates of births to
teens aged 15-19 years. Infant mortality in East and West Garfield Park, North Lawndale, and
the Lower West Side was significantly higher than the U.S. baseline (Rush University Medical
Center, 2013).
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Outcomes

The intended outcome and overall objective for this EBP project was to increase nurse
knowledge through evidence-based continuing education such that practice change and patient
outcomes related to SHLs were affected. Nurse knowledge of SHLs were evaluated using a
multiple choice quiz to assess the knowledge before, immediately after, and approximately one
month post-delivery of the continuing education intervention. Assessment occurred at this
frequency such that the baseline knowledge, knowledge immediately following the intervention,
and knowledge retention approximately one month after intervention could be assessed.
Intervention
The project coordinator provided continuing education sessions on request by individual
nurses or groups of nurses, over a two week span of time. The trainings occurred at various
times during all shifts and nurses were be able to attend as their patient census allowed. Nurses
found a co-worker to cover care for their patients while they attended the SHL training. The
length of the training varied according to the nurse’s availability, however, major points were
covered equally within each training. Some training sessions were one-on-one, while others had
as many as seven participants at a time.
The training incorporated interactive components, mixed-methods, and the project
coordinator utilized a teaching approach that emphasized the seriousness of the outcome as is
consistent with the literature. Interactive methods of teaching (Bluestone et al., 2013; Cervero &
Gaines, 2014; Davis, Davis, & Bloch, 2008; Forsetlund et al., 2009; Gosh, 2013), mixed-methods
of teaching (Bluestone et al., 2013; Cervero & Gaines, 2014; Ghosh, 2013), and emphasis on the
seriousness of the outcome (Cervero & Gaines, 2014; Forselund et al., 2009) were all identified as
factors that increase the effectiveness of continuing education. Interactive and mixed-methods
components of education included discussion centered on open action items intended to relate
concepts to the participant’s own organization. For example, participants were asked, “Who at your
facility would a relinquishing person first encounter?” This question was intended to allow
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participants to conceptualize what a legal abandonment might look like at their own facility.
Additionally, a PowerPoint slideshow (see Appendix B) and a pocket reference card (see

Appendix C) were given to participants as part of an interactive continuing education course which
uses mixed-methods. Emphasis on the seriousness of the outcome was accomplished by sharing
statistics and stories about individual infant deaths. While storytelling was used to emphasize the
seriousness of the outcome, it is important to note that storytelling itself is supported as a method for
continuing education (Kowalski, 2015). For example, specific stories about illegal and legal
abandonments were shared such that participants may conceptualize the serious outcomes of
illegal infant abandonment.
The project coordinator monitored the pre-test as well as the post-test which immediately
followed each educational intervention. Additionally, the project coordinator returned to the clinical
site multiple times over a two week period beginning approximately one month after the initial
interventions to conduct a post-test aimed at measuring knowledge retention. Participants were
notified of follow-up during the initial intervention and they were told that second post-tests would be
aimed at measuring retention. Additionally, the project manager recruited participants for the posttest aimed at measuring knowledge retention face-to-face.
Data
A multiple choice quiz was administered to determine what ED nurses at the project site
know about SHLs (see Appendix E). The quiz was administered before, immediately after, and
approximately one month post-delivery of the continuing education intervention. Additionally,
demographic data was collected on a form attached to the pre-test and both post-tests (see
Appendix F).
The pre-tests and post-tests were administered by the project coordinator, in person, at
a large medical center in downtown Chicago. The project coordinator asked participants face-toface if they would be willing to participate in the project. Participants who completed the pre-test
and initial post-test earned continuing education credit. Participants who took part in the post-
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test given approximately one-month post-intervention were offered a $5 Starbucks gift card
available in the area where the post-test is being conducted. All tests were conducted in a
monitored area. Participants were notified that they did not have to answer every item on the

quiz. All participants were also informed that the project coordinator would be the only person to
see the answers they provided on the quiz and that published results would be presented in
aggregate form. Participants were told that demographic data was completely optional.
Results of the pre-test, immediate post- test, and post-test one month after the
intervention were compared to determine if change occurred. Data was analyzed by the project
coordinator through the use of SPSS 23.0. To determine the effect of the intervention,
comparison among the pre-test, immediate post- test, and post-test one month after the
intervention was made using statistical analyses.
Protection of Human Subjects
Subject rights were protected by safeguarding participant information. Initially, the
project coordinator completed the training related to the protection of human rights as provided
by National Institute of Health (see Appendix G).The project was approved by the Internal
Review Boards at both the university attended by the project coordinator as well as at the
clinical site. Confidentially of participants was maintained throughout the project. Specifically, all
pre-test and post-test quizzes were kept in a locked area to which only the project coordinator
had access. Access to quiz data by the project coordinator was only for the purpose of the
project. After data were analyzed, the project coordinator filed the evaluations in a locked area
to which only the project coordinator will have access. All data will be destroyed three years
after project implementation. Additionally, access to electronic data will be password protected
and this data will only be available to the project coordinator for the purpose of the project.
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CHAPTER 4
FINDINGS
Data analysis was undertaken in order to answer the clinical question: For nurses at a
large Chicago-based medical center, does evidence-based continuing education, as compared
to no education, affect knowledge about SHLs over one month? A pre-test was administered to
assess baseline knowledge among nurses. A post-test immediately following the intervention
was given to evaluate knowledge obtained through the continuing education intervention.
Finally, a post-test given approximately one month after the continuing education intervention
was administered for the purpose of evaluating knowledge retention among the participants.
Statistical analysis of these data was undertaken to assess whether or not the educational
intervention was effective toward increasing knowledge immediately after the intervention as
well as approximately one month after the intervention. The results of data analysis will be
detailed through an explanation of the participants and of the changes in outcomes.
Participants
Nurses working in the ED at a large medical center in downtown Chicago were recruited
to participate in this project. The size and characteristics of the sample will be further described
within the following text.
Size. A total of 32 ED nurses were recruited to participate in the pre-test and post-test
immediately following the educational intervention. Of these 32 participants, 12 participants
completed the post-test given approximately one month after the intervention. Therefore, 20 of
the participants who completed both the pre-test and the post-test given immediately following
the educational intervention did not take the post-test given approximately one month after the
educational intervention. Consequently, there was 62.5% attrition.
Characteristics. All participants (n=32) were asked if they would like to volunteer
demographic data. The sample consisted of nurses who worked in the ED at a large medical
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center in downtown Chicago. The mean age of participants was 33.35 years (SD= 9.978) with a
range of 35. The mean number of years participants had worked as a nurse was 9.56 years
(SD=9.91) with a range of 37, while the mean number of years participants had worked as a
nurse in the ED was 7.60 years (SD =8.7) with a range of 36 (see Table 4.1).
Table 4.1
Age and Experience Level Data

Age
Years as a
nurse
Years as a
nurse in
ED

N

Range

Minimum

Maximum

Mean

31
32

35
37

24
0

59
37

33.35
9.54

Standard
Deviation
9.97
9.93

32

36

0

36

7.64

8.6

Of the participants, 25 (78.1%) identified themselves as female and 7 (21.9%) identified
themselves as male (see Figure 4.1).
Figure 4.1
Distribution of Participants by Gender

Male

Female
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The level of education achieved by participants varied from an ASN degree to an MSN degree.
Of the participants, 1 (3.1 %) reported earning an ASN, 24 (75%) of participants reported
earning a BSN, and 7 (21.9%) of participants reported earning an MSN (see Figure 4.2).
Figure 4.2
Distribution of Participants by Level of Education

3.1
21.9

75.0

ASN

BSN

MSN

Of the 32 ED nurses that were recruited, only 12 participants completed the all three
quizzes. That is, only 12 participants completed the pre-test, the post-test immediately following
the educational intervention, and the post-test given approximately one month after the
educational intervention. The mean age of these 12 participants was 34.33 years (SD= 11.71)
with a range of 34. The mean number of years participants had worked as a nurse was 10.70
years (SD=12.65) with a range of 36.5, while the mean number of years participants had
worked as a nurse in the ED was 9.40 years (SD =11) with a range of 35.5 (see Table 4.2).
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Table 4.2
Age and Experience Level Data

Age
Years as
nurse
Years
nurse in
ED

N

Range

Minimum

Maximum

Mean

12
12

34
36.5

24
0.5

58
37

34.33
10.70

Standard
Deviation
11.71
12.65

12

35.5

0.5

36

9.04

11.64

Of the participants, 10 (83.3 %) identified themselves as female and 2 (16.7%) identified
themselves as male (see Figure 4.3).
Figure 4.3
Distribution of Participants Gender

Male

Female

The level of education achieved by participants varied from an ASN degree to an MSN degree.
Of the participants, 8 (75%) of participants reported earning a BSN, and 4 (25%) of participants
reported earning an MSN (see Figure 4.4).
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Figure 4.4.
Distribution of Participants by Level of Education

BSN

MSN

A Spearman rho bivariate correlation was utilized to determine whether or not
correlations existed between all participant characteristics and answers on the pre-test, the
post-test immediately following the educational intervention, and the post-test given
approximately one month after the intervention (see Appendix H). The results indicated that
there was not a significant correlation between any participant characteristics and items on the
pre-test, the post-test immediately following the educational intervention, or the post-test given
approximately one month after the intervention.
Instrument Reliability
Nurse knowledge of SHLs was evaluated using a multiple choice quiz to assess the
knowledge before, immediately after, and approximately one month post-delivery of the
continuing education intervention through the use of a quiz aimed at assessing knowledge of
SHLs. Cronbach's alpha is typically used to measure of internal consistency or reliability. A
Cronbach’s alpha was estimated to determine the reliability of the SHL quiz. The Cronbach’s
alpha score for pre-test was 0.119. For the post-test immediately following the educational
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intervention, a Cronbach’s alpha score of 0.475 was estimated. Finally, a Cronbach’s alpha
score of 0.234 was calculated for the post-test given approximately one month after the

educational intervention. Therefore, the SHL quiz had a low reliability measure (see Table 4.3).
Table 4.3
Reliability Analysis for SHL Quiz
Cronbach’s Alpha

Reliability

Pre Test

0.119

Low

Post Test after Intervention

0.475

Low to Moderate

Post Test 2 after Intervention

0.234

Low

Change in Outcomes
Data were analyzed using SPSS 23.0. Statistical analyses employed included the
McNemar test and Cochran’s Q test. The pre-test scores were compared to the scores from the
post-test immediately following the intervention through the use of the McNemar test. The
McNemar test is appropriate for analysis of binary data. This statistical test compares paired
proportions and generates a significance level, which can be compared with the threshold p
value of 0.05. Cochran’s Q test was used to compare the pre-test scores, the scores from the
post-test immediately following the educational intervention, and the scores from the post-test
given one month after the educational intervention. Cochran's Q test is an extension of the
McNemar test and it is useful in determining differences between three or more matched sets of
data. The Cochran’s Q test yielded information about whether or not significant differences
existed between the pre-test, the post-test immediately following the educational intervention,
and post-test given approximately one month after the educational intervention (K. Mantode,
personal communication, March 12, 2016).
The use of both tests was prudent as data was collected at three different points in time,
however, there was significant attrition. Neither test alone could be justified for all of the data.
The McNemar test is a nonparametric test and it was chosen for analysis of the pre-test and the
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post-test immediately following the educational intervention because it is appropriate for

analyzing paired, binary data. While the McNemar test was not used to analyze data in the posttest given approximately one month following the educational intervention, it was used to
analyze data from all 32 participants for the pre-test and for the post-test given immediately
following the educational intervention. The Cochran’s Q test is appropriate for analyzing
differences between three or more matched sets of frequencies or proportions. Therefore, this
test was appropriate for analyzing data from the pre-test, the post-test immediately following the
educational intervention, and the post-test given approximately one month after the educational
intervention. Analysis with the Cochran’s Q test only included data collected from participants
who took all three tests because there was significant missing data due to attrition. Therefore,
for the 20 participants who took the pre-test and the post-test immediately following the
educational intervention, but who did not take the post-test given approximately one month after
the educational intervention, the use of this test was not appropriate because the Cochran's Q
test is for related samples wherein the number of cases is the same for each variable.
Therefore, cases with missing observations for one or more of the variables were excluded from
the Cochran’s Q test analysis (K. Mantode, personal communication, March 12, 2016).
The McNemar test, a nonparametric chi-square procedure, was used to compare paired
proportions in order to generate a significance level. This test was calculated to compare
baseline pre-test scores with post-test scores immediately following the educational
intervention. Cochran’s Q test was used to compare the pre-test scores, the scores from the
post-test immediately following the educational intervention, and the scores from the post-test
given one month after the educational intervention. Cochran's Q test is an extension of the
McNemar test and it is useful in determining differences between three or more matched sets of
frequency data. Cochran’s Q test yielded information about whether or not significant
differences existed between the pre-test, the post-test immediately following the educational
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intervention, and post-test given approximately one month after the educational intervention (K.
Mantode, personal communication, March 12, 2016).
Statistical testing. Statistical analyses of data were performed in order to answer the
clinical question: For nurses at a large Chicago-based medical center, does evidence-based
continuing education, as compared to no education, affect knowledge about SHLs over one
month?
Overall, the mean score of the 12 point pre-test was 6.15 (SD= 1.73) with a range of 6.
The findings for the pre-test are within Table 4.4.
Table 4.4
Pre-test Findings
Question Number

Correctly answered
questions on the
pre-test (proportion)

Correctly answered
questions on the
pre-test (percentage)

1
2
3
4
5
6
7
8
9
10
11
12

2/32
7/32
9/32
18/32
8/30
25/31
17/29
23/30
20/32
20/32
27/31
21/30

6.3
21.8
28.1
56.25
26.6
80.6
58.6
71.8
62.5
62.5
87
70

Results of the pre-test revealed that question 6 (see Figure 4.5) was the most frequently
correctly answered item with 80.6% of participants answering this correctly.

61

62

THE EFFECTS OF EDUCATION

Figure 4.5
Question 6

Conversely, question 1 was the most frequently incorrectly answered item with only 6.3% of
participants answering this correctly (see Figure 4.6).
Figure 4.6
Question 1

The overall results of the post-test immediately following the educational intervention
indicated a mean score of the 12 point post-test immediately following the educational
intervention was 11.28 (SD=1.3) with a range of 5. The findings for the post-test immediately
following the educational intervention may be seen within Table 4.5.
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Table 4.5
Findings for the Post-test Immediately Following the Educational Intervention
Question
Number

Correctly answered
Correctly answered
questions on the
questions on the
post-test Immediately following
post-test Immediately following the
the educational intervention
educational intervention
(proportion)
(percentage)
1
27/32
84.37
2
32/32
100
3
27/31
87
4
31/31
100
5
30/31
96.77
6
29/32
90.62
7
30/31
96.77
8
28/32
87.5
9
32/32
100
10
32/32
100
11
32/32
100
12
31/32
96.8
Results of the post-test immediately following the educational intervention revealed that
questions 2 (see Figure 4.7), 4 (see Figure 4.8), 9 (see Figure 4.9),10 (see Figure 4.10), and 11
(see Figure 4.11) were the most frequently correctly answered items with 100% of participants
answering these correctly. Conversely, question 1 (see Figure 4.6) was the most frequently
incorrectly answered item with 84.37 % percent of participants answering this correctly.
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Figure 4.7
Question 2

Figure 4.8
Question 4

Figure 4.9
Question 9
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Figure 4.10
Question 10

Figure 4.11
Question 11

The mean score of the post-test given approximately one month following the
educational intervention was 10.33 (SD=1.3) with a range of 3. The findings for the post-test
given approximately one month following the educational intervention are noted within Table
4.6.
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Table 4.6
Findings for the Post-test Given Approximately One Month after the Educational Intervention
Question
Number

Correctly answered
questions on the
post-test given approximately one
month following the educational
intervention (proportion)

Correctly answered
questions on the
post-test given approximately one
month following the educational
intervention (percentage)

1
8/12
66.67
2
10/12
83.33
3
10/12
83.33
4
10/12
83.33
5
7/12
58.33
6
12/12
100
7
12/12
100
8
12/12
100
9
11/12
91.66
10
11/12
91.66
11
12/12
100
12
9/12
75
Results of the 12 point post-test given approximately one month following the educational
intervention revealed that questions 6 (see Figure 4.5), 7 (see Figure 4.12), 8 (see Figure 4.13),
and 11 (see Figure 4.11) were the most frequently correctly answered items with 100% of
participants answering these correctly.
Figure 4.12
Question 7
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Figure 4.13
Question 8

Conversely, question 5 (see Figure 4.14) was the most frequently incorrectly answered item
with only 58.33% of participants answering this correctly.
Figure 4.14
Question 5

Marked improvement between the pre-test and post-test immediately following the
educational intervention were noted. All participants (n=32) had improved scores. The mean
score improved from 6.15 on the 12 point pre-test to 11.28 on the post-test immediately
following the educational intervention, thus representing an increase of 84.31%. The most
improved item was question 2 (see Figure 4.7) wherein 21.8% of respondents answered this
item correctly on the pre-test and 100% of respondents answered this item correctly on the
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post-test immediately following the educational intervention. The item with the least
improvement from the pre-test to the post-test immediately following the educational

intervention was question 6 (see Figure 4.5) wherein 80.6% of respondents answered this item
correctly on the pre-test, and 90.62% of respondents answered this item correctly on the posttest.
Additionally, improvement between the pre-test and the post-test given approximately
one month following the educational intervention were noted. Even as the educational
intervention was not continuous, retention of knowledge obtained from the educational
intervention approximately one month after the intervention was appreciated. The mean score
improved from 6.15 on the pre-test to 10.33 on the post-test given approximately one month
after educational intervention, thus representing an increase of 68.80%.The most improved item
was question 2 (see Figure 4.7) wherein 21.8% of respondents answered this item correctly on
the pre-test and 83.33% of respondents answered this item correctly on the post-test given
approximately one month after the educational intervention. The item with least improvement
from the pre-test to the post-test given approximately one month after the educational
intervention was question 12 (see Figure 4.15) wherein 70% of respondents answered this item
correctly on the pre-test, and 75% of respondents answered this item correctly on the post-test
given approximately one month after the educational intervention.
Figure 4.15
Question 12

While, in general, scores decreased between the post-test immediately following the
educational intervention and the post-test given approximately one month after the educational
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intervention, the mean score only decreased from 11.28 to 10.33 on a 12 point test, thus
representing a decrease of only 8.42%.
Between the pre-test and the post-test immediately following the educational

intervention, all participants scored higher on the post-test immediately following the educational
intervention. Between the pre-test and post-test given approximately one month following the
educational intervention, all participants scored higher on the post-test approximately following
the educational intervention. Between the post-test immediately following the educational
intervention and the post-test given approximately one month after the educational intervention,
8.42% decrease in the total score was noted (see Figure 4.16).
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Figure 4.16
Mean Scores of the Pre-test, the Post-test Immediately Following the Educational Intervention, and the Post-test Given One Month After the Educational Intervention
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Significance. The McNemar test and Cochran’s Q test were used to determine

statistical significance. The McNemar test was utilized to analyze data for all 32 participants who
took both the pre-test and the post-test immediately following the educational intervention. The
Cochran’s Q test was utilized to analyze data for the 12 participants that took the pre-test, the
post-test immediately following the educational intervention, and the post-test given
approximately one month after the educational intervention.
The McNemar test provided a comparison of the pre-test and of the post-test
immediately following the educational intervention (see Table 4.7). This test compares paired
proportions and generates a significance level, which can be compared with the threshold for a
p value of 0.05 (K. Mantode, personal communication, March 12, 2016).
Table 4.7
Findings for the McNemar Test Used to Analyze Scores of the Pre-test and the Post-test
Immediately Following the Educational Intervention
Question
Number
1
2
3
4
5
6
7
8
9
10
11
12

N
32
29
28
31
29
31
28
30
32
32
31
30

Significance
(p value)
*0.00
*0.00
*0.00
*0.00
*0.00
0.21
*0.00
0.28
*0.00
*0.00
0.12
*0.01

The above results demonstrated that for question 6 (see Figure 4.5), 8 (see Figure 4.13),
and 11 (see Figure 4.11), the changes were not statistically significant. However, overall, the
McNemar test revealed that 75% of questions had a statistically significant change in responses
as measured by pre-test and the post-test immediately following the educational intervention.
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In order to compare responses between pre-test, post-test immediately following the

educational intervention, and the post-test given approximately one month after the educational
intervention, a Cochran’s Q test was estimated (see Table 4.8).The Cochran’s Q test is a
nonparametric test that is useful in determining whether or not there was a significant change in
proportions of binary responses over time (K. Mantode, personal communication, March 12,
2016).
Table 4.8
Findings for Cochran’s Q test Used to Analyze Scores of the Pre-test, the Post-test
Immediately Following the Educational Intervention, and the Post-test Given Approximately One
Month after the Educational Intervention
Question
Number
1
2
3
4
5
6
7
8
9
10
11
12

N

Statistic

12
11
12
12
11
12
11
Test not
computed
12
12
12
12

13.40
11.14
11.14
2
9.75
4
8.85

Significance
(p value)
*0.001
*0.004
*0.00
0.36
*0.01
0.13
*0.01

2
4.66
2
1.6

0.36
0.09
0.36
0.44

The results of the Cochran’s Q test established that for questions 4 (see Figure 4.8), 6
(see Figure 4.5), 9 (see Figure 4.9), 10 (see Figure 10), 11 (see Figure 4.11) and 12 (see Figure
4.15), the difference between tests were not significant. However, 50% of the questions had a
significant change over time.
Therefore, the results of this project substantiated the provision of an evidence-based
continuing education intervention as an effective modality for improving nurse knowledge of
SHLs over one month.
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CHAPTER 5
DISCUSSION
Within this EBP project, the effects of continuing education on nurse knowledge of SHLs
were investigated. The goal of implementing this evidence-based educational intervention was
to increase nurse knowledge about SHLs. Because a lack of knowledge about SHLs among
health professionals was identified, it was determined that education was needed. Within the
literature, support for continuing education with regard for practice and patient outcomes was
substantiated (Bluestone et al., 2013; Cervero & Gaines, 2014; Forsetlund et al., 2009). In addition,
several methods for implementing education were identified. Major factors contributing to
effective continuing education included courses that were more interactive, used mixedmethods of teaching, and wherein the outcomes were perceived as more serious. In addition,
practice-based learning, multiple-exposures or longer interventions, use of andragogy,
complexity, initial needs assessment, program evaluation, curiosity, and storytelling were all
indicated as being contributory to effective continuing education. The results of this EBP project
supported evidence-based continuing education as an essential modality for dissemination of
information, specifically information about SHLs. By expounding on the findings, applicability of
the theoretical framework and EBP model, and strengths and weaknesses of this EBP project, a
better understanding of potential implications for the future may be realized.
Explanation of Findings and Implications for Nursing Practice
Nurse knowledge of SHLs was evaluated using a multiple choice quiz to assess the
knowledge before, immediately after, and approximately one month post-delivery of the
continuing education intervention through the use of a quiz that had been developed by major
stakeholders. A pre-test was administered to assess baseline knowledge among nurses. A posttest immediately following the intervention was given to evaluate knowledge obtained through
the continuing education intervention. Finally, a post-test given approximately one month after
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the continuing education intervention was administered for the purpose of evaluating knowledge
retention among the participants.
An overall comparison of the pre-test with the post-test immediately following the
educational intervention revealed a marked improvement in the mean scores. All participants
(n=32) had improved scores. The mean score improved from 6.15 on the 12 point pre-test to
11.28 on the 12 point post-test immediately following the educational intervention, thus
representing an increase of 84.31%. Therefore, the increase in the overall mean score from the
pre-test to the post-test given immediately after the intervention indicated that nurses who
participated in the educational intervention experienced an increase in knowledge about SHLs.
An overall comparison of the pre-test and post-test given approximately one month
following the educational intervention was also undertaken. All participants who took the posttest given approximately one month after the educational intervention had improved scores.
These results demonstrated that participants were able to retain knowledge approximately one
month after the educational intervention. The mean score improved from 6.15 on the pre-test to
10.33 on the post-test given approximately one month after the educational intervention, thus
representing an increase of 68.80%.
While- in general,-scores decreased between the post-test immediately following the
educational intervention and the post-test given approximately one month after the educational
intervention, the mean score only decreased from 11.28 to 10.33 on a 12 point test, thus
representing a decrease of only 8.42%. This indicated there was minimal loss of knowledge
approximately one month after the educational intervention, and great knowledge retention
among participants.
Further analysis was undertaken to determine the statistical significance of this increase
in knowledge. The McNemar test was used to compare results of the pre-test and the post-test
immediately following the educational intervention. A significant increase in nurse knowledge of
SHLs was noted within the comparison of the pre-test and the post-test immediately following
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the educational intervention. Specifically, the results demonstrated that 75% of questions had a
statistically significant change in response as measured by pre-test and the post-test
immediately following the educational intervention. Yet, for question 6, 8, and 11, the change
was not statistically significant. A lack of a statistically significant improvement for these
questions implied that the aspects of SHL education which these questions were aimed at
assessing should be more thoroughly addressed within the educational intervention in the
future. Question 6 assessed nurse knowledge of that which needs to occur within 12-hours of
an infant being relinquished at a hospital. Question 8 assessed nurse knowledge of information
that should be offered to a person relinquishing an infant. Finally, question 11 assessed nurse
knowledge of the entity that makes the determination about who the adoptive family will be.
These results indicated that all concepts assessed through questions on the SHL quiz improved
from the pre-test to the post-test given approximately one month after the educational
intervention and the increase was statistically significant in 75% of questions.
Additional analysis was undertaken to compare the pre-test scores, the scores on the
post-test immediately following the educational intervention, and the scores on the post-test
given approximately one month after the educational intervention for the 12 participants who
completed all three tests. This was accomplished through the use of the Cochran’s Q test. The
Cochran’s Q test is a nonparametric test that is useful in determining whether or not there was a
significant change in proportions of binary data over time (K. Mantode, personal communication,
March 12, 2016). Use of this test indicated that for 50% of the questions, there was a
statistically significant change over time. Yet, for questions 4, 6, 9, 10, 11 and 12, the difference
between tests were not statistically significant. A lack of a statistically significant improvement
for these questions implied that the aspects of SHL education which these questions were
aimed at assessing should be more thoroughly addressed within the educational intervention in
the future. Question 4 was designed to assess nurse knowledge of the fact that no personal
information about the infant or the person relinquishing an infant is required during a safe haven
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surrender. Question 6 assessed nurse knowledge of that which needs to occur within 12-hours
of an infant being relinquished at a hospital. Question 9 was aimed at determining nurse
knowledge of the fact that proof of age is not required at the time of a legal abandonment.
Question 11 assessed nurse knowledge of the entity that makes the determination about the
adoptive family will be. Finally, question 12 assessed whether or not the nurse knew that a
parent can regain custody of relinquished child within a certain amount of time. These results
indicated that all concepts assessed through questions on the SHL quiz improved from the pretest to the post-test immediately following the educational intervention and the increase was
statistically significant in 50% of questions.
An additional consideration with regard to questions wherein the improvement in the
score was not statistically significant is that a p value of 0.05 was set for the analyses. While this
relatively conservative (yet standard) value was appropriate, it may have also been appropriate
to use a p value of 0.10 for the analyses. It is also important to consider the small sample size.
With regard to data analysis, larger data sets could provide a greater latitude.
Knowledge retention is a rate-limiting step within the process of knowledge translation.
Because knowledge retention is –arguably- the most important outcome of continuing
education, it is essential to interpret the most commonly missed questions on the post-test given
approximately one month following the educational intervention. Question 6 was the most
frequently incorrectly answered item with 58.33% of participants answering the question
correctly. This was closely followed by question 1, in which 66.67% of participants answered the
question correctly. Question 6 assessed nurse knowledge of that which needs to occur within
12-hours of an infant being relinquished at a hospital. Question 1 assessed nurse knowledge of
safe haven locations. For the remainder of the questions, at least 75% of participants retained
knowledge about the concepts which these questions were designed to measure. Interestingly,
research has indicated that repeated quizzing itself may contribute to knowledge retention.
According to Larsen et al. (2015), repeated quizzing helped participants within their study to
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retain nearly twice the amount of the knowledge acquired from a course in comparison to
repeated studying or no further exposure.

The increase in knowledge of SHLs and the knowledge retention among participants has
implications for individual nursing practice. Individual nurses are responsible for accepting
relinquished infants. Therefore, the individual nurse should know about practical components of
these laws. In teaching nurses about persons who may relinquish a newborn infant, the
definition of a newborn infant as determined by the law, who to contact after a legal
relinquishment, and other practical aspects of clinical practice related to legal abandonment
under SHLs, these nurses may be better-prepared to proficiently carry out their duties under the
laws. Nurses who are not knowledgeable about SHLs may be at risk for turning infants away
from a relinquishment site. While there is not yet a precedent for punitive action toward nurses
who do not carry out their duty of accepting a relinquished infant, in the future, punitive action
may be a possibility for nurses who do not act in accordance to the provisions under SHLs.
Therefore, an increase in knowledge about SHLs and knowledge retention among participants
is essential toward effective nursing practice among individuals, within an infant abandonment
event.
Additionally, SHL knowledge has implications on an organizational level. Nurses who
know about SHLs may aid in hospital policy making/implementation which are important aspects
contributing to the success of SHLs.
Finally, nurses should be an important part of educating persons about SHLs in order to
prevent illegal infant abandonment on a larger scale. Nurses, as custodians of public health,
should be committed to the protection of humans, especially in health related matters. Perhaps
one of the most elemental ways of protecting human health is in helping to protect infants who
are at risk for being illegally abandoned. According to Cesario (2003), nurses “are in a position
to play a major role in public and professional education that leads to the prevention and
management of newborn abandonment in this country” (p. 39).
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With adequate knowledge about SHLs nurses are better able to act according to the

legally instituted charge of accepting relinquished infants. In addition, nurses may be able to be
a part of effecting organizational policy aimed at better implementation of SHLs. Finally, nurses
have a responsibility to meet the persistence of illegal infant abandonment with action toward
improving health outcomes for at-risk infants.
Applicability of the Theoretical Framework
Exchange theory underpinned project implementation. Exchange theory posits that
potential rewards are weighed against costs in order to determine profit. Additionally, exchange
theory asserts that behavior results from exchange that is meant to maximize rewards and
minimize costs. Within his a seminal article, Homans (1958) explicated, “For a person engaged
in exchange, what he gives may be a cost to him, just as what he gets may be a reward, and his
behavior changes less as profit, that is, reward less cost, tends to a maximum” (p. 606).
Fundamentally, exchange theory formulates the following: “Profit = Reward – Cost” (Homans,
1958, p.603).
The applicability of exchange theory to project implementation was tangible. Exchange
theory is useful in understanding behavior within reciprocal relationships. Within the context of
continuing education, exchange theory was valuable in conceptualizing the knowledge-time
exchange of learning. Exchange theory puts forward that behavior results from exchange that is
meant to maximize rewards and minimize costs. Within the educational intervention, knowledge
was a reward and time was a cost. The time spent to take the SHL course needed to justify the
reward of knowledge for participation in the course to be validated. In addition, there were two
infant abandonments that took place within weeks of project implementation. Because of this,
there was an emphasis on the seriousness of illegal abandonment which increased perception
of the reward of knowledge and the costs associated with illegal abandonment in an extremely
palpable way. Finally, those who completed the pre-test and initial post-test earned continuing
education credit and participants who took part in the post-test approximately one-month post-
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intervention were offered a $5 Starbucks gift card. This was an additional reward that buffered
the cost of time.
Applicability of the Evidence-Based Framework
The DOI model was a useful framework through which implementation was guided. The DOI
model includes four elements that influence the spread of an innovation. According to Rogers (2003),
diffusion is “the process by which (1) an innovation (2) is communicated through certain channels (3) over
time (4) among members of a social system” (p.11). Additionally, adoption of an innovation occurs within
five groups that are categorized with regard for proclivity toward adopting an innovation. These five
categories of adopters are innovators, early adopters, early majority, late majority, and laggards. According
to the DOI model, adoption of an innovation is heavily dependent upon human capital. Each person or
decision-making unit must undergo an innovation-decision process. The innovation-decision process also
influences the rate of adoption. Early adopters have a shorter innovation-decision period than do late
adopters. Furthermore, communication channels, nature of the social system, and extent of a change
agent’s promotion efforts all affect rate of adoption.
Increasing SHL knowledge through evidence-based continuing education at a large
medical center in downtown Chicago was an innovation that was communicated over time such
that it affected the social system of the medical center. The DOI model was chiefly useful in
adoption of the SHL training. Project implementation was heavily reliant on effective methods of
reaching nurses. This was accomplished by consulting with the ED nurse manager in order to
determine specific needs of the site as well as the best way to gain access to nurses.
Additionally, identifying change agents was essential to recruiting participants. One charge
nurse in particular was integral in helping to recruit nurses to participate in the SHL training. In
addition, the DOI model was applicable because SHLs only work when people know about
them. Because SHLs are enabled by public knowledge of the laws themselves, educating
nurses about SHLs is an essential part of utilizing human capital to effect change.
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Strengths and Limitations of the EBP Project

Project evaluation is essential toward enhancing similar educational programs that are
currently proceeding as part of a statewide initiative. Vigilant consideration of both the strengths
and weaknesses within this process will contribute to the understanding of the ways in which
this project may aid in the progression of similar work in the future.
Strengths. The major strength of this project is its timeliness. A statewide initiative to
educate healthcare workers in Illinois about SHLs commenced within the same time-frame of
project implementation. For this reason, the outcomes of this project will be essential in
furthering the efficacy of SHL trainings at other hospitals. Specifically, information about the
SHL quiz and curriculum modalities used to provide continuing education may be derived from
this project and utilized within future SHL educational interventions. In addition, a primary
strength of this project was that all participants (n=32) had improved scores between the pretest and the post-test immediately following the educational intervention. The mean score
improved from 6.15 on the 12 point pre-test to 11.28 on the post-test immediately following the
educational intervention, thus representing an increase of 84.31%. In addition, for the
participants that completed the post-test given approximately one month after the educational
intervention (n=12), improvement between the pre-test scores and the scores of the post-test
given approximately one month following the educational intervention were noted. Even as the
educational intervention was not continuous, retention of knowledge obtained from the
educational intervention approximately one month after the intervention was noted. The mean
score improved from 6.15 on the pre-test to 10.33 on the post-test given approximately one
month after educational intervention, thus representing an increase of 68.80%. Furthermore,
between the post-test immediately following the educational intervention and the post-test given
approximately one month after the educational intervention, the mean score only decreased
from 11.28 to 10.33 on a 12 point test, thus representing a decrease of only 8.42%. Therefore,
the educational intervention not only increased nurse knowledge about SHLs, but this
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knowledge was retained as measured approximately one month after the educational
intervention.
Limitations. The major limitation of this project was attrition. Because there was
significant attrition (62.5%) between the post-test immediately following the educational

intervention and the post-test given approximately one month after the educational intervention,
much of the data from the pre-test and the post-test given immediately following the educational
intervention could not be compared against a score from the post-test given approximately one
month after the educational intervention. In addition, while there was marked improvement in
test scores between the pre-test and post-test immediately following the educational
intervention for all participant, the McNemar test revealed that 75% of questions had a
statistically significant change in responses while 25% did not. This means that for the questions
that did not have statistically significant change in responses, the concepts which these
questions measured may not have been addressed as much as they should have been within
the educational intervention. Similarly, there was marked improvement in test scores between
all three tests, however, the Cochran’s Q test revealed that only 50% of the questions had a
significant change over time.
Implications for the Future
Currently, in Illinois, there is a statewide initiative aimed at educating healthcare workers
about SHLs. The information that has been gained through this project will contribute to the
body of knowledge about educating nurses about SHLs. Specifically, the results of this project
demonstrated that an educational intervention is effective toward educating nurses about SHLs.
Yet, there may be room to augment the curriculum according to results. For example, questions
that did not have a significant improvement in scores, should lead changes being made such
that the concepts which these questions were meant to assess are more thoroughly covered
within future educational interventions. In addition, Cronbach’s alpha scores were mostly low.
While this may have been due to the innate variability of the subject matter being assessed, it is

81

82

THE EFFECTS OF EDUCATION
also plausible that the instrument design may have had an effect on these scores. It may be

useful to further evaluate the SHL quiz. For example, focus groups might be useful in assessing
the quiz for readability.
Conclusion
Educating nurses about SHLs was carried out with regard for the evidence related to
continuing education. Specifically, literature related to continuing education detailed factors that
improve its efficacy. These factors included interactive methods, mixed-methods, and clinician
perception of the outcome. Additionally, literature confirmed the effectiveness of continuing
education for improving knowledge as well as practice and patient outcomes. Accordingly, that
which is known about continuing education was applied to educating nurses about SHLs.
Overall, utilization of evidence-based continuing education was effective toward increasing
nurse knowledge of SHLs and maintaining knowledge retention over one month. Yet this
increase in knowledge was not statistically significant for all the aspects of SHL education as
measured by the quiz. Further utilization of evidence-based continuing education may improve
outcomes of SHL education. For example, using more interactive methods during the
educational intervention may be effective toward a statistically significant increase in nurse
knowledge for all aspects of SHL education.
Illegal infant abandonment is a pervasive public health crisis. The persistence of infant
abandonment defies the basic tenet of human dignity which underpins our social structure.
Implementation of SHLs has been monumental: these laws save lives. Yet, infants, who were
born with the potential to define our future are still being left for dead in unthinkable locations. In
general, the persistence of infant death as a result of abandonment obviates the need for action
toward preventing illegal and often fatal infant abandonment. An important, if not essential
modality of enabling the prevention of illegal abandonment is educating nurses about SHLs. The
use of evidence-based continuing education is an effective method of spreading the important
message of these laws.
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Appendix A
Evidence Summary of Research Related to Continuing Education
Citation (APA)

Forsetlund, L.,
Bjørndal, A.,
Rashidian, A.,
Jamtvedt, G., O'Brien
M., Wolf, F., Davis, D.,
Odgaard-Jensen, J.,
Oxman, A., (2009).
Continuing education
meetings and
workshops: Effects on
professional practice
and health care
outcomes. Cochrane
Database Of
Systematic Reviews,
2009(2), 1-97.

Purpose

The purpose of this review
was to determine the
effectiveness of continuing
education on professional
practice and healthcare
outcomes. Six comparisons
were made to determine the
effects of a continuing
education intervention:
These were (1) any
intervention in which
educational meetings were a
component compared to no
intervention, (2) educational
meetings alone compared to
no intervention, (3)
education meetings
compared to other
interventions, (4) any
interventions in which
educational meetings were a
component compared to
meetings alone, (5),
interactive continuing
education compared to
didactic format, and (6) any
other comparison of different
types of educational
meetings. Through these
comparisons, the following
questions were addressed:
(1) “Are educational
meetings and workshops
alone or in combination with
other interventions effective
in improving professional
practice or healthcare
outcomes?”; (2) “How does
the effectiveness of

Sample

A total of 81 randomized
control trials related to
continuing education and
containing more than
11,000 health
professionals were
reviewed. All of the
randomized control trials
reviewed included
objectively measured
effects on professional
practice and healthcare
outcomes.

Design

Meta-Analysis
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Measurement/ Data
Analysis

Results/Findings

The authors “calculated the
risk difference (RD) for
dichotomous outcomes,
adjusted for baseline
performance; and for
continuous outcomes the
percentage change relative
to the control group average
after the intervention,
adjusted for baseline
performance” (p. 1). Patient
and provider outcomes were
measured separately. In
addition, ten factors were
considered to explain the
heterogeneity of effect
estimates using a weighted
meta-regression and,
secondarily, visual analysis
of bubble and box plots.

The major findings of this study
were that both professional
practice (median adjusted RD
of 6%, interquartile range of 1.8
to 15.9) and patient outcomes
(median adjusted RD of 3%,
interquartile range of 0.1% to
4.0%) were improved by any
intervention in which
educational meetings were a
component compared to no
intervention]).; (2) With regard
to professional practice, the
median adjusted RD was 6%
(interquartile range of 2.9 to
15.3) in the comparison of
educational meetings alone to
no intervention indicating an
improvement. With regard to
patient outcomes, improvement
was appreciated in the
comparison of educational
meetings alone to no
intervention in both trials with
dichotomous outcomes
(median adjusted RD of 3%,
interquartile range of 0.1% to
4%) and trials with continuous
outcomes (median adjusted RD
of 4%, interquartile range of 0%
to 11%). ; (3) Educational
interventions compared to other
interventions did not result in
positive RDs with regard to
both professional practice and
patient outcomes, thus
indicating no improvement
within the intervention group;
(4) Any interventions in which

LOE
(The Johns
Hopkins
Nursing
EBP:
Levels of
Evidence)
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education meetings compare
with that of other
interventions?”; and (3) “Can
educational meetings be
made more effective by how
they are done?” (pp. 4-5)

educational meetings were a
component compared to
meetings alone resulted
insignificant differences; (5) A
comparison of interactive
continuing education to didactic
format yielded a slightly larger
improvement in the group
receiving interactive education,
and (6) other comparisons of
different types of educational
meetings were explored
through a funnel plot.
Asymmetrical distribution of the
funnel was postulated to be
suggestive of publication bias
among studies that include
fewer than 100 healthcare
professionals, however, other
possible causes of this
asymmetry were addressed by
the authors. There was an
association between higher
attendance at educational
meetings and with larger
adjusted RDs (P <0.01). Mixed
interactive and didactic
meetings were more effective
than didactic (median adjusted
RD 6.9) or interactive
interventions (median adjusted
RD 3.0) alone. While mixed
interactive and didactic
methods were most effective, it
should be noted that, within the
literature, there was some
ambiguity about the methods
and when the authors were
unsure about the intervention,
the study was classified as
“mixed”. While educational
meetings were not effective for
complex behaviors (adjusted
RD -0.3) compared to less
complex behaviors, educational
meetings with outcomes that
were perceived as less serious
were less effective (RD 2.9)
than outcomes that were
perceived as more serious.
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Overall, the authors concluded
that “educational meetings
alone or combined with other
interventions can improve
professional practice and the
achievement of treatment goals
by patients” (p. 2).
Bluestone, J.,
Johnson, P.,
Fullerton, J., Carr, C.,
Alderman, J., & Bon
Tempo, J. (2012).
Effective In-Service
Training Techniques,
Timing, Setting and
Media: Evidence from
an Integrative Review
of the Literature.
Baltimore: Jhpiego
Corporation.

The purpose of this review
was to identify educational
training approaches that are
effective for healthcare
continuing education.
Evidence related to
outcomes derived from
continuing education was
also investigated.

Thirty-seven systematic
reviews and 32
randomized control trials
were analyzed. Literature
reviewed included
evidence that addressed
any type of health
professional continuing
education event and
addressed
analysis of short-term
evaluation and/or
assessment of the longterm outcomes of the
training. Priority was
given to “articles that
used higher-order
research methods,
specifically meta-analysis
or systematic reviews
and evaluations that
employed experimental
designs” (p. 2).
Observational studies,
qualitative studies,
editorial commentary,
letters and book chapters
were all excluded.

Integrative
Review

A data extraction
spreadsheet was developed
based on both a model
proposed by the Best
Evidence in Medical
Education (BEME) group as
well as definitions and the
conceptual model proposed
by an earlier review
(Marinopulos et al., 2007).

Bluestone et al. determined
that evidence suggested that
using mixed methods and
interactive methods rather than
passive didactic methods are
effective in teaching continuing
education. In addition, multiple
exposures rather than single
interventions were more
effective toward positive
learning outcomes. Also, the
authors determined that
conducting training in settings
similar to the workplace is
effective for learning outcomes,
and therefore practice-based
education is supported. Finally,
the authors determined that
continuing education can lead
to improved knowledge and
practice outcomes, however
there is less evidence to
support patient outcomes.

II

Cervero, R., &
Gaines, J. (2014).
Effectiveness of
continuing medical
education: Updated
synthesis of
systematic reviews.
Report by
Accreditation Council
for Continuing

According to the authors,
“The overall purpose of [the]
report [was] to understand
the relationship between the
substantial evidence base
about the effectiveness of
[continuing education] and
the wider literature on reform
in [continuing education]” (p.
3).

Eight systematic reviews
of literature published
since 2003 that were
primary research studies
in continuing education
were examined. Studies
which reported outcomes
including physician
performance or patient
health outcomes were

Synthesis of
Systematic
Reviews and
integration of
evidence with
reform literature

Effectiveness of continuing
education to improve
physician performance and
patient health outcomes as
well as the mechanisms for
continuing education that
lead to positive changes
were measured and
analyzed.

The authors reported that
continuing education does
improve physician performance
and health outcomes, however,
continuing education “has a
more reliably positive impact on
physician performance than on
patient health outcomes” (p.
14). Additionally, this report
concluded that continuing

II
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Medical Education
(ACCME). Chicago
IL, 60654.

education “leads to greater
improvement in physician
performance and patient health
if it is more interactive, uses
mixed methods, involves
multiple exposures, is longer,
and is focused on outcomes
that are considered important
by physicians.

included as outcome
measures. Additionally,
continuing education
reform literature was
included within this piece
of evidence.

Davis, N., Davis, D.,
& Bloch, R. (2008).
Continuing medical
education: AMEE
education guide no
35. Medical teacher,
30(7), 652-666.

The purpose of the guide is
to “provide a foundation for
developing effective
[continuing education]”
p.652.

An overview of continuing
education included the
history, rationale,
approach to developing
continuing education,
management of
continuing education
programs, and future
trends related to
continuing education.

Expert opinion
of recognized
experts based
on research
evidence

Expert opinion of recognized
experts based on research
evidence was used.

Dickerson, P. (2015).
Quality Continuing
Education: Focusing
on the Principles. The
Journal of Continuing
Education in Nursing,
46(1), 6-7.

The purpose of this article
was to address principles of
continuing education that
“inform our thinking and
decision making” (p. 6).

N/A

Expert Opinion

Expert Opinion was used.

91

Furthermore, the authors
determined that reports by the
Macy Foundation and IOM
summarize evidence related to
continuing education as being
effective, yet the “reports’
overall conclusions are
generally, and paradoxically,
critical of [continuing
education]” (p.12).
With regard to continuing
education methods, Davis,
Davis, & Bloch (2014)
noted that “effectiveness is
improved by increasing
interactivity and relevance
using appropriate lecture
delivery methods and casebased material” (p. 656). The
report called for an
understanding of the adult
learner. In addition, practicebased approaches to teaching
continuing education were
recommended. This guide also
reported the need for both
needs assessment within
program planning as well as
outcomes-based evaluation
after continuing education
implementation.
“Incorporating key principles of
adult learning, content integrity,
and measuring outcomes
reflects that nurse educators
are using best practice and
current standards to develop
and implement quality
continuing education” (p.7).

IV
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Dyche, L., & Epstein,
R. M. (2011).
Curiosity and medical
education. Medical
Education, 45(7),
663-668.

Ghosh, A. (2013).
Continuous
professional
development for
physicians. Medunab,
16(2), 71-76.

The purpose of this paper
was to “identify common
barriers to and facilitators of
curiosity and related habits
of mind in the education of
doctors” (p. 663). In addition,
the authors attempted to
demonstrate how curiosity
may be supported in
education through specific,
evidence-based methods of
teaching.

The purpose of this review
was to summarize
requirements for organizing
continuing education.
Evidence related to the
principles of adult learning,
needs assessment for
continuing education, and
evaluation of continuing
education programs were
presented.

The authors conducted a
“theory-driven conceptual
exploration and
qualitative review of the
literature” (p. 663).

The author reported
having used “current
evidence” to substantiate
requirements for
organizing continuing
education.

Narrative
Review

Narrative
Review
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Data related to curiosity was
considered from the
perspectives of education
and psychology and then
applied to healthcare
education methods.

Requirements for organizing
continuing education were
used.

Dyche and Epstein (2011)
opined that “Although medical
education must address the
realities of content learning and
time constraints, it should be
remembered that the practice
of medicine always involves
discovery and strong emotions
and is conducted in highly
dynamic social environments.
The authors determined that
curiosity may be supported in
medical education through
specific teaching methods.
These methods included the
following according to Dyche
and Epstein:
The adult learning literature
proposes that curiosity and
inquisitiveness flourish in an
educational context that gives
students responsibility for their
own learning, that promotes
multiple perspectives, that
allows for mindful reflection,on
both the subject and the
learning process itself, that
encourages inquiry rather than
simply supplying information,
that creates a feeling of safety
for the exploration of new
cognitive and affective
domains, that a promotes
openness about uncertainty,
and that encourages students
to work together with peers.
According to the author, with
relation to principles of adult
learning, the author concluded
that andragogy is preferred to
pedagogy wherein a problemcentered approach to teaching,
working in groups, or
discussion of topics that
concern the learner in his or
her work environment (practicebased) should be emphaisized.

V
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The author deemed a needs
assessment as foundational to
planning learner-centered
continuing education. In regard
to continuing education activity,
the author reported that
efficacy of continuing education
was positively affected by
factors including interactive
interventions and uses multiple
methods of teaching. The
author also called for program
evaluation as part of effective
continuing education: The
author noted that administering
both pre- and post-tests is a
way that continuing education
course organizers may assess
the efficacy of the program.
Kowalski, K. (2015).
Storytelling: A
Leadership and
Educational Tool.
Journal of continuing
education in nursing,
46(6), 250-251.

The purpose of this article
was to describe storytelling
as a method of teaching.

N/A

Expert Opinion
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Expert Opinion was used.

“Stories demonstrate important
points, valuable lessons, and
the behaviors that are preferred
by the leader” (Billings, 2015, p.
250).
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Citation (APA)

Purpose

Sample

Design

Measurement

Results/Findings

LOE
(The Johns
Hopkins
Nursing
EBP: Levels
of Evidence)

Cesario, S. (2003).
Nurses' attitudes
and knowledge of
their roles in
newborn
abandonment.
Journal Of Perinatal
Education, 12(2),
31-40.

The purpose of this article
was to determine if
“judgmental attitudes and a
lack of accurate information
may impede a health care
provider's ability to carry out
[SHL]” (p. 31).

Ryan, M. & Caputo,
N., & Berrett, O. M.
(2014). Safe haven
laws: Lack of
awareness,
misinformation, and
shortfalls in resident
education. The
American Journal of
Emergency
Medicine, 32(1), 98100.

The purpose of this article
was to determine which
percentage of emergency
medicine residents surveyed
had heard of the NYSHLs
and to determine if those
participants had heard of the
law, actually understood it

Coodley, L. (2009).
Nebraska safe
haven laws: A
feminist historical
analysis. Pediatric
Nursing, 35(1), 6063.
Harding, A. (2009).
Safe Haven Laws.

The purpose of this article
was to describe the SHLs
through the lens of a
“feminist” perspective

SHL implementation in
Nebraska was the
sample.

Case Study
Ethnography
(assuming
feminism is a
subculture)/
Historical

Observations from the
implementation of the SHLs
in Nebraska
History from the viewpoint of
feminism was the
measurement.

The purpose of this article
was to provide a brief

N/A

Case Study

Observation of the
Implementation of SHLs in

Additionally, the aim of the
article was to report the
current level of knowledge,
attitudes, and selfperception of preparedness
related to SHLs and to
propose suggestions for
care.

A random selection of
2000 nurses in Texas
comprised the sample.
Those in the sample
ranged from ages 24 to
76, were 94% female,
74% married, and 97.5%
Christian. Only eight in
the sample identified as a
minority. Nurses within
the sample hade one to
55 years of experience
and 41% of the sample
worked on a medical
surgical floor. The
education of the nurses
ranged from associate
degree prepared to
doctorally prepared.

Descriptive
Correlational

A convenience sample
survey between the
months of May and June
2011 at eight NYC based
emergency medicine
residency programs
comprised the sample.

Triangulation
Design
Cross-sectional

The Newborn Abandonment
Care Survey, which
measures nurses’
knowledge, attitude and
perceived preparedness
was used as a
measurement.
The survey included 48
items using a Likert items
and 6 yes/no items.

Surveys conducted in
person at EM conferences
were used as the
measurement.

n=103 (returned surveys
out of 200)

94

There was not a significant
correlation between a nurse’s
knowledge nor attitude, and selfperception of preparedness to
manage a newborn abandonment
event but negative attitudes and
lack of knowledge regarding
newborn abandonment were
highlighted in this study.

III

The majority of EM residents in
NYC surveyed were not familiar
with the law, and those who were,
had a poor understanding of it.

III

Seventy-three (71%) had never
heard of the NYSHL. Thirty
residents (29%) responded that
they had heard of the NYSHL. Of
these, more than a third of them
(37%, n = 11) did not understand it
correctly. Only nine residents knew
what constituted and could name
designated “Safe Havens.” No
resident was able to define the
upper age limit.
The author portrayed SHLs as an
alternative to abortion and a step
back from Roe v. Wade.

It is important that the laws be
written with great attention to

V
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Journal of
Emergency Nursing,
35, 352-353.

Heath, C., & Catlin,
A. (2005). American
alternative for
unwanted infants.
Pediatric Nursing, 3,
229.
Kunkel, K. (2007).
Safe-haven laws
focus on abandoned
newborns and their
mothers. Journal of
Pediatric Nursing,
22, 397-401.

recent history of the safe
haven efforts and to provide
practical tips for emergency
nurses being asked to
implement the laws (p. 352).

Nebraska was the
measurement used.

The purpose of this article
was to describe SHLs.

Babies were the sample.

Descriptive/
Cross Sectional

The measurement used was
the incidence of the act of
abandonment.

The purpose of the article
was to describe the context,
barriers, and implications for
nursing of SHLs.

The sample was
comprised of SHL
Stakeholders and
effectors, especially
nurses

Expert Opinion

The measurement used was
improvement in SHL
implementation.

95

detail. Because Nebraska’s SHL
provided for “children under the
age of 18,” teenagers from other
states were being relinquished
under safe Haven Laws. The law
has since been amended.
It is important for healthcare
workers/ institutions to be familiar
with state laws.
SHLs have been successful yet
further information needs to be
disseminated.

Nurses and Hospital policy
making/implementation are
important aspects contributing to
the success of SHLs.

V
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Appendix E

Safe Haven Quiz
1. In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law?
(circle all that apply)
a.
b.
c.
d.
e.
f.
g.

Adoption Agency
Fire Station
Church
Police Station
Campus police office
None of the above
All of the above

2. Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven
relinquishment?
a.
b.
c.
d.
e.
f.
g.

Baby must be no more than 24 hours old with umbilical cord attached
Baby may be up to 72 hours old
Baby may be up to 7 days old
Baby may be up to 14 days old
Baby may be up to 30 days old
Baby may be up to 6 months old
Baby may be up to one year old

3. If someone attempts to relinquish a child at a Safe Haven site and the child is obviously
older than the appropriate age, what can and should hospital staff say?
a.
b.
c.
d.
e.
f.
g.

Tell the relinquishing party the Safe Haven law only applies to children under ____ age.
Offer the relinquishing party the information packet
Allow them to leave the child
All of the above
None of the above
a & c only
a & b only
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4. If a child is brought to a hospital for relinquishment, what information must be obtained by
the hospital staff? (circle all that apply)
a.
b.
c.
d.
e.
f.
g.

Proof of Insurance
Name of person bringing in child (photo ID if possible)
Phone number of person bringing in child
Address or zip code of person bringing in child
Child’s name
All of the above
None of the above

5. When a child is relinquished at a hospital, staff should contact the following to alert them to
the situation:
a. All hospital staff
b. Police
c. Television station
d. Newspapers
e. Post information on social media including Facebook and Twitter
f. All of the above
g. None of the above
6.

The following should occur within 12 hours of a baby arriving at the hospital:
a.
b.
c.
d.
e.
f.
g.

Examination by a licensed physician to evaluate for abuse and/or neglect
Examination by a licensed physician to estimate age
DCFS hotline should be called to report a relinquishment at the hospital
All of the above
None of the above
a & b only
b & c only

7. A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally:
a. Leave the baby in her room and walk out of the hospital without notifying anyone of her plan
b. Leave the baby with nursery staff without notifying anyone of her plan
c. Leave the hospital with the baby and bring the baby to any safe haven relinquishment site
including the hospital where the baby was delivered
d. None of the Above
e. All of the above
f. a & b only
g. a & c only
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8. What information should be offered to an individual bringing a child in for relinquishment?
a.
b.
c.
d.
e.
f.
g.

Illinois Adoption Registry information
Taking Care of Yourself After Giving Birth brochure
DCFS Safe Haven law info and optional registration brochure
Resource list of local counseling services and adoption agencies
All of the above
Individual should be asked to leave quickly, without receiving any information.
a & b only

9. A legally relinquished child must be brought to a Safe Haven site with proof of age.
a. True
b. False
10. It is proper to require the relinquishing party to wait to speak to a social worker before
leaving the baby at the hospital.
a. True
b. False
11. If a child is relinquished at a hospital, the hospital will make a determination about the
child’s adoptive family.
a. True
b. False
12. If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody.
a. True
b. False
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Appendix F

Demographic Data

Age:________________
Gender:_____________

For how many years have you been a nurse?

For how many years have you been a nurse in the Emergency Department?

What is your highest level of education?

Appendix G
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Appendix H

Table 1
Nonparametric Correlations
Output Created
Comments
Input
Data
Active Dataset
Filter
Weight
Split File
N of Rows in Working Data File
Missing Value Handling
Definition of Missing
Cases Used
Syntax

21-MAR-2016 21:57:40

C:\Users\Kamna\Documents\AI\Lindsay\Lindsay Data Set
Cleaned_KM.sav
DataSet1
Post2Comp = 1 (FILTER)
<none>
<none>
12
User-defined missing values are treated as missing.
Statistics for each pair of variables are based on all the cases with valid
data for that pair.
NONPAR CORR
/VARIABLES=Pre_Q1_correct Pre_Q2_correct Pre_Q3_correct
Pre_Q4_correct Pre_Q5_correct
Pre_Q6_correct Pre_Q7_correct Pre_Q8_correct Pre_Q9_correct
Pre_Q10_correct Pre_Q11_correct
Pre_Q12_correct Post_Q1_correct Post_Q2_correct Post_Q3_correct
Post_Q4_correct Post_Q5_correct
Post_Q6_correct Post_Q7_correct Post_Q8_correct Post_Q9_correct
Post_Q10_correct Post_Q11_correct
Post_Q12_correct Post2_Q1_correct Post2_Q2_correct
Post2_Q3_correct Post2_Q4_correct
Post2_Q5_correct Post2_Q6_correct Post2_Q7_correct
Post2_Q8_correct Post2_Q9_correct
Post2_Q10_correct Post2_Q11_correct Post2_Q12_correct
/PRINT=SPEARMAN TWOTAIL NOSIG
/MISSING=PAIRWISE.

Resources
Processor Time
00:00:00.20
Elapsed Time
00:00:00.47
Number of Cases Allowed
80659 casesa
a
Based on availability of workspace memory
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Table 2

Pre_Q1
In
addition
to
hospitals
…safe
haven
law?

Pre_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Pre_Q3 If
someone
attempts to
relinquish a
child at a
Safe Haven
site and the
child is
obviously
older than
the
appropriate
age, what
can and
should
hospital
staff say?

Pre_Q4 If a
child is brought
to a hospital for
relinquishment,
what
information
must be
obtained by the
hospital staff
(circle all)?

Pre_Q5
When a child
is
relinquished
at a hospital,
staff should
contact the
following to
alert them to
the situation

Pre_Q6
The
following
should
occur
within 12
hours of a
baby
arriving at
the
hospital

Pre_Q7 A
woman
delivers a
baby at a
hospital
and
wishes to
relinquish
the baby,
she can
legally

Pre_Q1 In addition to hospitals…safe haven law?
Correlation Coefficient
1.000
-.239
-.255
.135
.418
.135
-.289
Sig. (2-tailed)
.479
.424
.676
.200
.676
.389
N
12
11
12
12
11
12
11
Pre_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
-.239
1.000
.449
-.134
-.089
.356
-.311
Sig. (2-tailed)
.479
.166
.695
.807
.282
.353
N
11
11
11
11
10
11
11
Pre_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what can
and should hospital staff say?
Correlation Coefficient
-.255
.449
1.000
-.529
.069
-.076
-.467
Sig. (2-tailed)
.424
.166
.077
.840
.815
.148
N
12
11
12
12
11
12
11
Pre_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
.135
-.134
-.529
1.000
-.134
-.200
-.043
Sig. (2-tailed)
.676
.695
.077
.695
.533
.900
N
12
11
12
12
11
12
11
Pre_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.418
-.089
.069
-.134
1.000
-.418
-.535
Sig. (2-tailed)
.200
.807
.840
.695
.200
.111
N
11
10
11
11
11
11
10
Pre_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
.135
.356
-.076
-.200
-.418
1.000
-.043
Sig. (2-tailed)
.676
.282
.815
.533
.200
.900
N
12
11
12
12
11
12
11
Pre_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.289
-.311
-.467
-.043
-.535
-.043
1.000
Sig. (2-tailed)
.389
.353
.148
.900
.111
.900
N
11
11
11
11
10
11
11
Pre_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Pre_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.674*
.356
.378
-.200
-.418
.400
-.043
Sig. (2-tailed)
.016
.282
.226
.533
.200
.198
.900
N
12
11
12
12
11
12
11
Pre_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
.174
.039
-.293
.775**
.039
-.258
.149
Sig. (2-tailed)
.588
.910
.356
.003
.910
.418
.662
N
12
11
12
12
11
12
11
Pre_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
.091
.239
.255
-.135
.239
-.135
-.346
Sig. (2-tailed)
.779
.479
.424
.676
.479
.676
.297
N
12
11
12
12
11
12
11
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Pre_Q1
In
addition
to
hospitals
…safe
haven
law?

Pre_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Pre_Q3 If
Pre_Q4 If a
Pre_Q5
Pre_Q6
Pre_Q7 A
someone
child is brought
When a child The
woman
attempts to
to a hospital for
is
following
delivers a
relinquish a relinquishment,
relinquished
should
baby at a
child at a
what
at a hospital,
occur
hospital
Safe Haven
information
staff should
within 12
and
site and the
must be
contact the
hours of a
wishes to
child is
obtained by the
following to
baby
relinquish
obviously
hospital staff
alert them to
arriving at the baby,
older than
(circle all)?
the situation
the
she can
the
hospital
legally
appropriate
age, what
can and
should
hospital
staff say?
Pre_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.174
.039
.098
-.258
-.134
.775**
-.261
Sig. (2-tailed)
.588
.910
.763
.418
.695
.003
.438
N
12
11
12
12
11
12
11
Post_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
.135
-.134
-.076
.400
-.134
-.200
-.043
Sig. (2-tailed)
.676
.695
.815
.198
.695
.533
.900
N
12
11
12
12
11
12
11
Post_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what can
and should hospital staff say?
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
.091
.239
-.357
.674*
.239
-.135
-.346
Sig. (2-tailed)
.779
.479
.255
.016
.479
.676
.297
N
12
11
12
12
11
12
11
Post_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Pre_Q1
In
addition
to
hospitals
…safe
haven
law?

Pre_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Pre_Q3 If
Pre_Q4 If a
Pre_Q5
Pre_Q6
Pre_Q7 A
someone
child is brought
When a child The
woman
attempts to
to a hospital for
is
following
delivers a
relinquish a relinquishment,
relinquished
should
baby at a
child at a
what
at a hospital,
occur
hospital
Safe Haven
information
staff should
within 12
and
site and the
must be
contact the
hours of a
wishes to
child is
obtained by the
following to
baby
relinquish
obviously
hospital staff
alert them to
arriving at the baby,
older than
(circle all)?
the situation
the
she can
the
hospital
legally
appropriate
age, what
can and
should
hospital
staff say?
Post_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.091
.239
.255
-.135
.674*
-.346
Sig. (2-tailed)
.779
.479
.424
.676
.016
.297
N
12
11
12
12
11
12
11
Post2_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
.213
.039
.239
-.316
.039
.158
-.261
Sig. (2-tailed)
.506
.910
.454
.317
.910
.624
.438
N
12
11
12
12
11
12
11
Post2_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
-.674*
.356
.378
-.200
-.418
.400
-.043
Sig. (2-tailed)
.016
.282
.226
.533
.200
.198
.900
N
12
11
12
12
11
12
11
Post2_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.135
.356
.378
-.200
.239
.400
-.516
Sig. (2-tailed)
.676
.282
.226
.533
.479
.198
.104
N
12
11
12
12
11
12
11
Post2_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
.135
-.134
-.076
-.200
.356
-.200
.430
Sig. (2-tailed)
.676
.695
.815
.533
.282
.533
.186
N
12
11
12
12
11
12
11
Post2_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
-.357
-.069
.029
.076
.311
-.378
-.267
Sig. (2-tailed)
.255
.840
.930
.815
.353
.226
.428
N
12
11
12
12
11
12
11
Post2_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post2_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post2_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post2_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
.091
.239
.255
-.135
.239
-.135
.289
Sig. (2-tailed)
.779
.479
.424
.676
.479
.676
.389
N
12
11
12
12
11
12
11
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Pre_Q1
In
addition
to
hospitals
…safe
haven
law?

Pre_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Pre_Q3 If
Pre_Q4 If a
Pre_Q5
Pre_Q6
Pre_Q7 A
someone
child is brought
When a child The
woman
attempts to
to a hospital for
is
following
delivers a
relinquish a relinquishment,
relinquished
should
baby at a
child at a
what
at a hospital,
occur
hospital
Safe Haven
information
staff should
within 12
and
site and the
must be
contact the
hours of a
wishes to
child is
obtained by the
following to
baby
relinquish
obviously
hospital staff
alert them to
arriving at the baby,
older than
(circle all)?
the situation
the
she can
the
hospital
legally
appropriate
age, what
can and
should
hospital
staff say?
Post2_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
.091
.239
.255
-.135
.239
-.135
.289
Sig. (2-tailed)
.779
.479
.424
.676
.479
.676
.389
N
12
11
12
12
11
12
11
Post2_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
11
12
12
11
12
11
Post2_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.522
-.386
.098
.258
-.386
-.258
.149
Sig. (2-tailed)
.082
.241
.763
.418
.241
.418
.662
N
12
11
12
12
11
12
11
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Pre_Q8 What
information
should be
offered to an
individual
bringing a child
in for
relinquishment?

Pre_Q9 A
legally
relinquished
child must be
brought to a
Safe Haven
site with
proof of age.

Pre_Q10 It is
proper to
require the
relinquishing
party to wait
to speak to a
social worker
before leaving
the baby at the
hospital.

Pre_Q11 If a
child is
relinquished at
a hospital, the
hospital will
make a
determination
about the
child’s adoptive
family.

Pre_Q12 If a
baby is
relinquished
at a Safe
Haven site, a
parent will
be unable to
regain
custody

Post_Q1 In
addition to
hospitals,
where in
Illinois can a
child be
brought under
the Safe
Haven law
(circle all)?

Pre_Q1 In addition to hospitals…safe haven law?
Correlation Coefficient
-.674*
.174
.091
.174
.135
Sig. (2-tailed)
.016
.588
.779
.588
.676
N
12
12
12
12
12
12
Pre_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
.356
.039
.239
.039
-.134
Sig. (2-tailed)
.282
.910
.479
.910
.695
N
11
11
11
11
11
11
Pre_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.378
-.293
.255
.098
-.076
Sig. (2-tailed)
.226
.356
.424
.763
.815
N
12
12
12
12
12
12
Pre_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.200
.775**
-.135
-.258
.400
Sig. (2-tailed)
.533
.003
.676
.418
.198
N
12
12
12
12
12
12
Pre_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
-.418
.039
.239
-.134
-.134
Sig. (2-tailed)
.200
.910
.479
.695
.695
N
11
11
11
11
11
11
Pre_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
.400
-.258
-.135
.775**
-.200
Sig. (2-tailed)
.198
.418
.676
.003
.533
N
12
12
12
12
12
12
Pre_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.043
.149
-.346
-.261
-.043
Sig. (2-tailed)
.900
.662
.297
.438
.900
N
11
11
11
11
11
11
Pre_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Pre_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
1.000
-.258
-.135
.258
-.200
Sig. (2-tailed)
.418
.676
.418
.533
N
12
12
12
12
12
12
Pre_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.258
1.000
-.174
-.333
.258
Sig. (2-tailed)
.418
.588
.290
.418
N
12
12
12
12
12
12
Pre_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
-.135
-.174
1.000
-.174
.674*
Sig. (2-tailed)
.676
.588
.588
.016
N
12
12
12
12
12
12
Pre_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.258
-.333
-.174
1.000
-.258
Sig. (2-tailed)
.418
.290
.588
.418
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Pre_Q8 What
information
should be
offered to an
individual
bringing a child
in for
relinquishment?

Pre_Q9 A
legally
relinquished
child must be
brought to a
Safe Haven
site with
proof of age.

Pre_Q10 It is
Pre_Q11 If a
Pre_Q12 If a
Post_Q1 In
proper to
child is
baby is
addition to
require the
relinquished at
relinquished
hospitals,
relinquishing
a hospital, the
at a Safe
where in
party to wait
hospital will
Haven site, a
Illinois can a
to speak to a
make a
parent will
child be
social worker
determination
be unable to
brought under
before leaving
about the
regain
the Safe
the baby at the child’s adoptive custody
Haven law
hospital.
family.
(circle all)?
Post_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.200
.258
.674*
-.258
1.000
Sig. (2-tailed)
.533
.418
.016
.418
N
12
12
12
12
12
12
Post_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.135
.522
-.091
-.174
-.135
Sig. (2-tailed)
.676
.082
.779
.588
.676
N
12
12
12
12
12
12
Post_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
*
Correlation Coefficient
.674
-.174
-.091
.522
-.135
Sig. (2-tailed)
.016
.588
.779
.082
.676
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Pre_Q8 What
information
should be
offered to an
individual
bringing a child
in for
relinquishment?

Pre_Q9 A
legally
relinquished
child must be
brought to a
Safe Haven
site with
proof of age.

Pre_Q10 It is
Pre_Q11 If a
Pre_Q12 If a
Post_Q1 In
proper to
child is
baby is
addition to
require the
relinquished at
relinquished
hospitals,
relinquishing
a hospital, the
at a Safe
where in
party to wait
hospital will
Haven site, a
Illinois can a
to speak to a
make a
parent will
child be
social worker
determination
be unable to
brought under
before leaving
about the
regain
the Safe
the baby at the child’s adoptive custody
Haven law
hospital.
family.
(circle all)?
Post2_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
.158
-.408
.426
0.000
.158
Sig. (2-tailed)
.624
.188
.167
1.000
.624
N
12
12
12
12
12
12
Post2_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
1.000**
-.258
-.135
.258
-.200
Sig. (2-tailed)
.418
.676
.418
.533
N
12
12
12
12
12
12
Post2_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.400
-.258
.674*
.258
.400
Sig. (2-tailed)
.198
.418
.016
.418
.198
N
12
12
12
12
12
12
Post2_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.200
.258
-.135
-.258
-.200
Sig. (2-tailed)
.533
.418
.676
.418
.533
N
12
12
12
12
12
12
Post2_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.076
-.098
.357
-.098
.076
Sig. (2-tailed)
.815
.763
.255
.763
.815
N
12
12
12
12
12
12
Post2_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.135
.522
-.091
-.174
-.135
Sig. (2-tailed)
.676
.082
.779
.588
.676
N
12
12
12
12
12
12
Post2_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.135
.522
-.091
-.174
-.135
Sig. (2-tailed)
.676
.082
.779
.588
.676
N
12
12
12
12
12
12
Post2_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.258
.111
-.174
.111
.258
Sig. (2-tailed)
.418
.731
.588
.731
.418
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)

116

117

THE EFFECTS OF EDUCATION

Table 2 (continued)

Post_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Post_Q3 If
Post_Q4 If a
Post_Q5
Post_Q6
Post_Q7 A
someone attempts
child is brought
When a child The
woman
to relinquish a
to a hospital for
is
following
delivers a
child at a Safe
relinquishment,
relinquished
should
baby at a
Haven site and the
what
at a hospital,
occur
hospital and
child is obviously
information
staff should
within 12
wishes to
older than the
must be
contact the
hours of a
relinquish
appropriate age,
obtained by the
following to
baby
the baby, she
what can and
hospital staff
alert them to
arriving at can legally
should hospital
(circle all)?
the situation
the
staff say?
hospital
Pre_Q1 In addition to hospitals…safe haven law?
Correlation Coefficient
.091
Sig. (2-tailed)
.779
N
12
12
12
12
12
12
Pre_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
.239
Sig. (2-tailed)
.479
N
11
11
11
11
11
11
Pre_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
-.357
Sig. (2-tailed)
.255
N
12
12
12
12
12
12
Pre_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
.674*
Sig. (2-tailed)
.016
N
12
12
12
12
12
12
Pre_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.239
Sig. (2-tailed)
.479
N
11
11
11
11
11
11
Pre_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
-.135
Sig. (2-tailed)
.676
N
12
12
12
12
12
12
Pre_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.346
Sig. (2-tailed)
.297
N
11
11
11
11
11
11
Pre_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Pre_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.135
Sig. (2-tailed)
.676
N
12
12
12
12
12
12
Pre_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
.522
Sig. (2-tailed)
.082
N
12
12
12
12
12
12
Pre_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
-.091
Sig. (2-tailed)
.779
N
12
12
12
12
12
12
Pre_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.174
Sig. (2-tailed)
.588
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Post_Q3 If
Post_Q4 If a
Post_Q5
Post_Q6
Post_Q7 A
someone attempts
child is brought
When a child The
woman
to relinquish a
to a hospital for
is
following
delivers a
child at a Safe
relinquishment,
relinquished
should
baby at a
Haven site and the
what
at a hospital,
occur
hospital and
child is obviously
information
staff should
within 12
wishes to
older than the
must be
contact the
hours of a
relinquish
appropriate age,
obtained by the
following to
baby
the baby, she
what can and
hospital staff
alert them to
arriving at can legally
should hospital
(circle all)?
the situation
the
staff say?
hospital
Post_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.135
Sig. (2-tailed)
.676
N
12
12
12
12
12
12
Post_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
1.000
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.091
Sig. (2-tailed)
.779
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Post_Q3 If
Post_Q4 If a
Post_Q5
Post_Q6
Post_Q7 A
someone attempts
child is brought
When a child The
woman
to relinquish a
to a hospital for
is
following
delivers a
child at a Safe
relinquishment,
relinquished
should
baby at a
Haven site and the
what
at a hospital,
occur
hospital and
child is obviously
information
staff should
within 12
wishes to
older than the
must be
contact the
hours of a
relinquish
appropriate age,
obtained by the
following to
baby
the baby, she
what can and
hospital staff
alert them to
arriving at can legally
should hospital
(circle all)?
the situation
the
staff say?
hospital
Post2_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.213
Sig. (2-tailed)
.506
N
12
12
12
12
12
12
Post2_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
-.135
Sig. (2-tailed)
.676
N
12
12
12
12
12
12
Post2_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
-.135
Sig. (2-tailed)
.676
N
12
12
12
12
12
12
Post2_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.135
Sig. (2-tailed)
.676
N
12
12
12
12
12
12
Post2_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.357
Sig. (2-tailed)
.255
N
12
12
12
12
12
12
Post2_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.091
Sig. (2-tailed)
.779
N
12
12
12
12
12
12
Post2_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.091
Sig. (2-tailed)
.779
N
12
12
12
12
12
12
Post2_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.174
Sig. (2-tailed)
.588
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post_Q8 What
information
should be
offered to an
individual
bringing a child
in for
relinquishment?

Post_Q9 A
legally
relinquished
child must
be brought to
a Safe Haven
site with
proof of age.

Post_Q10 It is
proper to
require the
relinquishing
party to wait
to speak to a
social worker
before leaving
the baby at the
hospital.

Post_Q11 If a
child is
relinquished at
a hospital, the
hospital will
make a
determination
about the
child’s adoptive
family.

Post_Q12 If
a baby is
relinquished
at a Safe
Haven site, a
parent will
be unable to
regain
custody

Post2_Q1 In
addition to
hospitals,
where in
Illinois can a
child be
brought under
the Safe
Haven law
(circle all)?

Pre_Q1 In addition to hospitals…safe haven law?
Correlation Coefficient
.091
.213
Sig. (2-tailed)
.779
.506
N
12
12
12
12
12
12
Pre_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
.239
.039
Sig. (2-tailed)
.479
.910
N
11
11
11
11
11
11
Pre_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.255
.239
Sig. (2-tailed)
.424
.454
N
12
12
12
12
12
12
Pre_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.135
-.316
Sig. (2-tailed)
.676
.317
N
12
12
12
12
12
12
Pre_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.039
Sig. (2-tailed)
.910
N
11
11
11
11
11
11
Pre_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
.674*
.158
Sig. (2-tailed)
.016
.624
N
12
12
12
12
12
12
Pre_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.346
-.261
Sig. (2-tailed)
.297
.438
N
11
11
11
11
11
11
Pre_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Pre_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
.674*
.158
Sig. (2-tailed)
.016
.624
N
12
12
12
12
12
12
Pre_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.174
-.408
Sig. (2-tailed)
.588
.188
N
12
12
12
12
12
12
Pre_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
-.091
.426
Sig. (2-tailed)
.779
.167
N
12
12
12
12
12
12
Pre_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.522
0.000
Sig. (2-tailed)
.082
1.000
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post_Q8 What
information
should be
offered to an
individual
bringing a child
in for
relinquishment?

Post_Q9 A
legally
relinquished
child must
be brought to
a Safe Haven
site with
proof of age.

Post_Q10 It is
Post_Q11 If a
Post_Q12 If
Post2_Q1 In
proper to
child is
a baby is
addition to
require the
relinquished at
relinquished
hospitals,
relinquishing
a hospital, the
at a Safe
where in
party to wait
hospital will
Haven site, a
Illinois can a
to speak to a
make a
parent will
child be
social worker
determination
be unable to
brought under
before leaving
about the
regain
the Safe
the baby at the child’s adoptive custody
Haven law
hospital.
family.
(circle all)?
Post_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.135
.158
Sig. (2-tailed)
.676
.624
N
12
12
12
12
12
12
Post_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.091
-.213
Sig. (2-tailed)
.779
.506
N
12
12
12
12
12
12
Post_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
1.000
.426
Sig. (2-tailed)
.167
N
12
12
12
12
12
12
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post_Q8 What
information
should be
offered to an
individual
bringing a child
in for
relinquishment?

Post_Q9 A
legally
relinquished
child must
be brought to
a Safe Haven
site with
proof of age.

Post_Q10 It is
Post_Q11 If a
Post_Q12 If
Post2_Q1 In
proper to
child is
a baby is
addition to
require the
relinquished at
relinquished
hospitals,
relinquishing
a hospital, the
at a Safe
where in
party to wait
hospital will
Haven site, a
Illinois can a
to speak to a
make a
parent will
child be
social worker
determination
be unable to
brought under
before leaving
about the
regain
the Safe
the baby at the child’s adoptive custody
Haven law
hospital.
family.
(circle all)?
Post2_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
.426
1.000
Sig. (2-tailed)
.167
N
12
12
12
12
12
12
Post2_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
.674*
.158
Sig. (2-tailed)
.016
.624
N
12
12
12
12
12
12
Post2_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.674*
.632*
Sig. (2-tailed)
.016
.027
N
12
12
12
12
12
12
Post2_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.135
.158
Sig. (2-tailed)
.676
.624
N
12
12
12
12
12
12
Post2_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
-.255
.120
Sig. (2-tailed)
.424
.711
N
12
12
12
12
12
12
Post2_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.091
-.213
Sig. (2-tailed)
.779
.506
N
12
12
12
12
12
12
Post2_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.091
-.213
Sig. (2-tailed)
.779
.506
N
12
12
12
12
12
12
Post2_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.174
-.408
Sig. (2-tailed)
.588
.188
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post2_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Post2_Q3 If
Post2_Q4 If a
Post2_Q5
Post2_Q6
Post2_Q7 A
someone attempts
child is brought
When a child The
woman
to relinquish a
to a hospital for
is
following
delivers a
child at a Safe
relinquishment,
relinquished
should
baby at a
Haven site and the
what
at a hospital,
occur
hospital and
child is obviously
information
staff should
within 12
wishes to
older than the
must be
contact the
hours of a
relinquish
appropriate age,
obtained by the
following to
baby
the baby, she
what can and
hospital staff
alert them to
arriving at can legally
should hospital
(circle all)?
the situation
the
staff say?
hospital
Pre_Q1 In addition to hospitals…safe haven law?
Correlation Coefficient
-.674*
.135
.135
-.357
Sig. (2-tailed)
.016
.676
.676
.255
N
12
12
12
12
12
12
Pre_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
.356
.356
-.134
-.069
Sig. (2-tailed)
.282
.282
.695
.840
N
11
11
11
11
11
11
Pre_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.378
.378
-.076
.029
Sig. (2-tailed)
.226
.226
.815
.930
N
12
12
12
12
12
12
Pre_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.200
-.200
-.200
.076
Sig. (2-tailed)
.533
.533
.533
.815
N
12
12
12
12
12
12
Pre_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
-.418
.239
.356
.311
Sig. (2-tailed)
.200
.479
.282
.353
N
11
11
11
11
11
11
Pre_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
.400
.400
-.200
-.378
Sig. (2-tailed)
.198
.198
.533
.226
N
12
12
12
12
12
12
Pre_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.043
-.516
.430
-.267
Sig. (2-tailed)
.900
.104
.186
.428
N
11
11
11
11
11
11
Pre_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Pre_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
1.000**
.400
-.200
.076
Sig. (2-tailed)
.198
.533
.815
N
12
12
12
12
12
12
Pre_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.258
-.258
.258
-.098
Sig. (2-tailed)
.418
.418
.418
.763
N
12
12
12
12
12
12
Pre_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
-.135
.674*
-.135
.357
Sig. (2-tailed)
.676
.016
.676
.255
N
12
12
12
12
12
12
Pre_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.258
.258
-.258
-.098
Sig. (2-tailed)
.418
.418
.418
.763
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post2_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Post2_Q3 If
Post2_Q4 If a
Post2_Q5
Post2_Q6
Post2_Q7 A
someone attempts
child is brought
When a child The
woman
to relinquish a
to a hospital for
is
following
delivers a
child at a Safe
relinquishment,
relinquished
should
baby at a
Haven site and the
what
at a hospital,
occur
hospital and
child is obviously
information
staff should
within 12
wishes to
older than the
must be
contact the
hours of a
relinquish
appropriate age,
obtained by the
following to
baby
the baby, she
what can and
hospital staff
alert them to
arriving at can legally
should hospital
(circle all)?
the situation
the
staff say?
hospital
Post_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.200
.400
-.200
.076
Sig. (2-tailed)
.533
.198
.533
.815
N
12
12
12
12
12
12
Post_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.135
-.135
-.135
.357
Sig. (2-tailed)
.676
.676
.676
.255
N
12
12
12
12
12
12
Post_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.674*
.674*
-.135
-.255
Sig. (2-tailed)
.016
.016
.676
.424
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post2_Q2 Up
until what age
can a baby
brought to a
Safe Haven site
be considered a
Safe Haven
relinquishment?

Post2_Q3 If
Post2_Q4 If a
Post2_Q5
Post2_Q6
Post2_Q7 A
someone attempts
child is brought
When a child The
woman
to relinquish a
to a hospital for
is
following
delivers a
child at a Safe
relinquishment,
relinquished
should
baby at a
Haven site and the
what
at a hospital,
occur
hospital and
child is obviously
information
staff should
within 12
wishes to
older than the
must be
contact the
hours of a
relinquish
appropriate age,
obtained by the
following to
baby
the baby, she
what can and
hospital staff
alert them to
arriving at can legally
should hospital
(circle all)?
the situation
the
staff say?
hospital
Post2_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
.158
.632*
.158
.120
Sig. (2-tailed)
.624
.027
.624
.711
N
12
12
12
12
12
12
Post2_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
1.000
.400
-.200
.076
Sig. (2-tailed)
.198
.533
.815
N
12
12
12
12
12
12
Post2_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate age, what
can and should hospital staff say?
Correlation Coefficient
.400
1.000
-.200
.076
Sig. (2-tailed)
.198
.533
.815
N
12
12
12
12
12
12
Post2_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle all)?
Correlation Coefficient
-.200
-.200
1.000
.076
Sig. (2-tailed)
.533
.533
.815
N
12
12
12
12
12
12
Post2_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.076
.076
.076
1.000
Sig. (2-tailed)
.815
.815
.815
N
12
12
12
12
12
12
Post2_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.135
-.135
.674*
-.255
Sig. (2-tailed)
.676
.676
.016
.424
N
12
12
12
12
12
12
Post2_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the hospital.
Correlation Coefficient
-.135
-.135
.674*
-.255
Sig. (2-tailed)
.676
.676
.016
.424
N
12
12
12
12
12
12
Post2_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
12
Post2_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
.258
-.258
-.258
.293
Sig. (2-tailed)
.418
.418
.418
.356
N
12
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post2_Q8 What
Post2_Q9 A
Post2_Q10 It is
Post2_Q11 If a
Post2_Q12 If
information
legally
proper to require
child is
a baby is
should be
relinquished
the relinquishing
relinquished at a
relinquished at
offered to an
child must be party to wait to
hospital, the
a Safe Haven
individual
brought to a
speak to a social
hospital will make
site, a parent
bringing a child
Safe Haven
worker before
a determination
will be unable
in for
site with
leaving the baby
about the child’s
to regain
relinquishment? proof of age.
at the hospital.
adoptive family.
custody
Pre_Q1 In addition to hospitals…safe haven law?
Correlation Coefficient
.091
.091
-.522
Sig. (2-tailed)
.779
.779
.082
N
12
12
12
12
12
Pre_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
.239
.239
-.386
Sig. (2-tailed)
.479
.479
.241
N
11
11
11
11
11
Pre_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate
age, what can and should hospital staff say?
Correlation Coefficient
.255
.255
.098
Sig. (2-tailed)
.424
.424
.763
N
12
12
12
12
12
Pre_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff (circle
all)?
Correlation Coefficient
-.135
-.135
.258
Sig. (2-tailed)
.676
.676
.418
N
12
12
12
12
12
Pre_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
.239
.239
-.386
Sig. (2-tailed)
.479
.479
.241
N
11
11
11
11
11
Pre_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
-.135
-.135
-.258
Sig. (2-tailed)
.676
.676
.418
N
12
12
12
12
12
Pre_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
.289
.289
.149
Sig. (2-tailed)
.389
.389
.662
N
11
11
11
11
11
Pre_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Pre_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
-.135
-.135
.258
Sig. (2-tailed)
.676
.676
.418
N
12
12
12
12
12
Pre_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the
hospital.
Correlation Coefficient
.522
.522
.111
Sig. (2-tailed)
.082
.082
.731
N
12
12
12
12
12
Pre_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
-.091
-.091
-.174
Sig. (2-tailed)
.779
.779
.588
N
12
12
12
12
12
Pre_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.174
-.174
.111
Sig. (2-tailed)
.588
.588
.731
N
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post2_Q8 What
Post2_Q9 A
Post2_Q10 It is
Post2_Q11 If a
Post2_Q12 If
information
legally
proper to require
child is
a baby is
should be
relinquished
the relinquishing
relinquished at a
relinquished at
offered to an
child must be party to wait to
hospital, the
a Safe Haven
individual
brought to a
speak to a social
hospital will make
site, a parent
bringing a child
Safe Haven
worker before
a determination
will be unable
in for
site with
leaving the baby
about the child’s
to regain
relinquishment? proof of age.
at the hospital.
adoptive family.
custody
Post_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.135
-.135
.258
Sig. (2-tailed)
.676
.676
.418
N
12
12
12
12
12
Post_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate
age, what can and should hospital staff say?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff
(circle all)?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
-.091
-.091
-.174
Sig. (2-tailed)
.779
.779
.588
N
12
12
12
12
12
Post_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the
hospital.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.091
-.091
-.174
Sig. (2-tailed)
.779
.779
.588
N
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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Table 2 (continued)

Post2_Q8 What
Post2_Q9 A
Post2_Q10 It is
Post2_Q11 If a
Post2_Q12 If
information
legally
proper to require
child is
a baby is
should be
relinquished
the relinquishing
relinquished at a
relinquished at
offered to an
child must be party to wait to
hospital, the
a Safe Haven
individual
brought to a
speak to a social
hospital will make
site, a parent
bringing a child
Safe Haven
worker before
a determination
will be unable
in for
site with
leaving the baby
about the child’s
to regain
relinquishment? proof of age.
at the hospital.
adoptive family.
custody
Post2_Q1 In addition to hospitals, where in Illinois can a child be brought under the Safe Haven law (circle all)?
Correlation Coefficient
-.213
-.213
-.408
Sig. (2-tailed)
.506
.506
.188
N
12
12
12
12
12
Post2_Q2 Up until what age can a baby brought to a Safe Haven site be considered a Safe Haven relinquishment?
Correlation Coefficient
-.135
-.135
.258
Sig. (2-tailed)
.676
.676
.418
N
12
12
12
12
12
Post2_Q3 If someone attempts to relinquish a child at a Safe Haven site and the child is obviously older than the appropriate
age, what can and should hospital staff say?
Correlation Coefficient
-.135
-.135
-.258
Sig. (2-tailed)
.676
.676
.418
N
12
12
12
12
12
Post2_Q4 If a child is brought to a hospital for relinquishment, what information must be obtained by the hospital staff
(circle all)?
Correlation Coefficient
.674*
.674*
-.258
Sig. (2-tailed)
.016
.016
.418
N
12
12
12
12
12
Post2_Q5 When a child is relinquished at a hospital, staff should contact the following to alert them to the situation
Correlation Coefficient
-.255
-.255
.293
Sig. (2-tailed)
.424
.424
.356
N
12
12
12
12
12
Post2_Q6 The following should occur within 12 hours of a baby arriving at the hospital
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post2_Q7 A woman delivers a baby at a hospital and wishes to relinquish the baby, she can legally
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post2_Q8 What information should be offered to an individual bringing a child in for relinquishment?
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post2_Q9 A legally relinquished child must be brought to a Safe Haven site with proof of age.
Correlation Coefficient
1.000
1.000**
-.174
Sig. (2-tailed)
.588
N
12
12
12
12
12
Post2_Q10 It is proper to require the relinquishing party to wait to speak to a social worker before leaving the baby at the
hospital.
Correlation Coefficient
1.000**
1.000
-.174
Sig. (2-tailed)
.588
N
12
12
12
12
12
Post2_Q11 If a child is relinquished at a hospital, the hospital will make a determination about the child’s adoptive family.
Correlation Coefficient
Sig. (2-tailed)
N
12
12
12
12
12
Post2_Q12 If a baby is relinquished at a Safe Haven site, a parent will be unable to regain custody
Correlation Coefficient
-.174
-.174
1.000
Sig. (2-tailed)
.588
.588
N
12
12
12
12
12
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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